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American  Proctologic  Society,  1913. 

Fifteenth  Annual  Meeting, 
Minneapolis,   Minnesota. 

Monday  Afternoon,  June  16.  1913. 

The  meeting  was  called  to  order  at  2:30  P.M.  with  the  President, 
Dr.  L.  J.  Hirschnian,  in  the  chair.  The  first  business  called  for  was 
the  reading  of  the  minutes  of  the  last  annual  meeting.  P)eing  moved 
and  carried  that  the  regular  order  of  business  be  dispensed  with,  the 
meeting  proceeded  with  the  scientific  program. 

The  \'ice-President,  Dr.  Alois  B.  Graham,  took  the  chair,  and 
called  for  the  reading  of  the  Annual  Address  of  the  President. 

PRESIDENT'S  ADDRESS. 
PROCTOLOGY  AND   PROCTO-ENTEROLOGY. 

Bv  Louis  J.  Hirschman,  M.D., 

DETROIT,    MICHIGAN. 

It  is  a  time-honored  custom  in  all  organizations  such  as  ours,  that 
the  retiring  president  deliver  an  address  to  his  Fellows  on  some  sub- 
ject, or  subjects,  of  mutual  interest.  I  feel  that  it  would  show  b.ase 
ingratitude  on  my  part,  in  return  for  the  honor  you  have  done  an 
humble  worker  in  our  specialty  by  electing  me  your  presiding  officer, 
to  inflict  upon  you  a  long  dry  discourse  on  matters  with  which  vou 
are  more  familiar  than  am  I.  Instead,  therefore,  inasmuch  as  this  is 
the  age  of  expansion  and  enlargement  ami  healthy  growth,  I  wish  to 
present  a  few  thoughts  on  the  subject  of  Proctology  come  into  its 
own. 

Since  the  organization  of  this  Society  some  fif::een  years  ago,  the 
fields  of  labor  and  endeavor  on  the  part  of  the  medical  pri^fession 
have  been  many  and  varied.  One  of  the  largest  of  these  fields,  up  to 
the  last  few  years,  has  been  scarcely  tilled  at  all. 

The  digestive  system  is  subjected  to  more  opportunities  for 
pathologic   changes   in   its   anatomy   and    physiology   than   any    other, 
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and  on  account  of  the  very  nature  of  its  function  the  eHminative  por- 
tion of  the  gas^ro-intestinal  canal  is  particularly  prone  to  pathologic 

interference. 

It  is  a  wonderful  thing  to  contemplate  that  an  organization,  such 
as  the  Ameiican  Proctologic  Society,  could  have  been  founded  and 
have  grown  to  its  present  position  of  commanding  importance  in  the 
medical  world,  when  its  activities  have  been  devoted  to  the  study  of 
conditions,  both  normal  and  diseased,  affecting  but  the  terminal  few 
inches  of  the  large  bowel. 

True,  the  diseases  affecting  the  rectum  and  anus  are  many  and 
varied,  and  those  afflicted  with  anal  and  rectal  diseases  are  frequent 
patrons  of  medical  practitioners,  both  ethical  and  irregular.  True, 
also,  that  a  high  degree  of  skill  has  been  attained  particularly  by  the 
Fellows  of  our  organization  in  treating  such  diseases ;  and  that  by 
their  original  research  and  discoveries  others  have  received  instruction 
in  matters  proctologic.  The  fact  remains,  however,  that  the  limita- 
tions which  we  have  set  for  ourselves  in  the  past  have  become  so 
narrow  that  they  finally  must  be  widened  by  the  importance  of  the 
greater  work  laid  out  for  us  by  the  demands  of  both  patient  and  pro- 
fession. 

A  medical  practitioner,  who  is  sufficiently  skilled  and  competent 
to  treat  diseases  affecting  one  portion  of  the  intestinal  tract,  should 
be  competent  to  treat  all  portions. 

A  modern  proctologist  in  order  to  cope  with  the  larger  problems 
of  surgery  of  his  specialty,  must  perforce  be  an  abdominal  surgeon. 
First  of  all,  he  must  be  prepared  to  remedy  any  condition  discovered 
when  performing  a  laparotomy  for  a  diseased  condition  of  the  intes- 
tinal tract. 

A  high-class  specialist  in  diseases  of  the  intestinal  tract  should 
not  enter  into  competition  with  the  gynecologist  or  general  surgeon. 
By  limiting  his  professional  activities  to  the  study  and  treatment  of 
intestinal  diseases  he  cannot  fail  to  give  better  service  to  the  sufferer 
from  these  diseases,  than  does  the  man  w^ho  treats  procto-enteric 
conditions  as  but  an  incident  in  his  medical  or  surgical  practice. 

The  human  organism  is  such  a  complex  collection  of  different 
functionating  systems  whose  physiologic  activities  are  all  co-related, 
that  the  specialist  should  have  knowledge  of  the  newest  facts  regard- 
ing the  body  and  its  functions  as  a  whole.  He  should  have  a  correct 
conception  of  the  relation  of  disturbed  physiology  elsewhere,  upon 
the  particular  organs  in  which  he  is  interested. 
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The  laryngologist  does  not  by  any  means  confine  his  professional 
efforts  to  the  treatment  of  diseases  of  the  larynx  alone.  His  studies 
include  the  whole  respiratory  tract  from  nares  to  lungs. 

The  urologist  extends  his  field  of  activity  up  to  and  including  the 
kidneys.  What  kind  of  a  specialist  would  he  be  considered,  who 
limited  his  practice  to  diseases  of  the  urethra?  In  comparison  to  this 
a  strict  limitation  of  proctology  to  the  rectum  only  would  be  just  as 
apt. 

In  dealing  with  the  question  of  increased  or  deficient  peristalsis, 
which  are  two  of  the  most  common  functional  derangements  with 
which  the  proctologist  has  to  cope,  must  not  the  whole  question  of 
normal  activity  of  elimination, — yes,  and  of  digestion — be  carefully 
considered  before  making  a  diagnosis?  One  cannot  arbitrarily  cut 
off  six  or  eight  inches  of  lower  bowel  and  say,  "Below  this  line  I 
specialize,  above  it  I  am  incompetent." 

One  might  say.  Proctology  includes  diseases  of  the  sigmoid, — as 
Proctologists  all  treat  sigmoidal  conditions, — but  the  answer  begs 
the  question.  Why  stop  at  the  sigmoid,  and  not  include  the  colon, 
for  we  know  that  nine-tenths  of  all  intestinal  pathology  occurs  in  the 
colon  ? 

If  we  are  competent  to  treat  diseases  of  the  large  intestine,  why 
not  also  the  small?  In  other  words,  why  should  not  he,  who  devotes 
his  entire  knowledge  and  activity  to  diseases  of  the  large  bowel,  in- 
clude the  small  bowel,  and  become  truly  a  specialist  in  intestinal 
surgery  and  call  himself  an  Entero-Proctologist ;  or  leaving  the  title 
as  it  now  stands,  let  the  profession  in  general  understand  just  what 
it  includes? 

From  the  standpoint  of  the  patient,  it  is  unfair  to  one  who  is 
suffering  from  a  diseased  condition  in  the  upper  colon  or  small  intes- 
tine, to  deprive  him  of  the  skill  in  intestinal  surgery  acquired  by  the 
the  specialist  who  is  devoting  his  entire  time  to  intestinal  work.  The 
arbitrary  line  of  division  of  the  bowel  cannot  increase  or  decrease 
the  professional  skill  required  to  remedy  diseased  intestinal  condi- 
tions. The  Proctologist  is  not,  or  should  nol:  be  content  to  remain  a 
rectal  specialist. 

If  one  were  to  take  a  census  of  men  recognized  as  specialists  in 
Proctologic  branches,  he  would  find  that  the  vast  majority  are  includ- 
ing other  than  purely  rectal  diseases  within  the  limits  of  their  pro- 
fessional activities.  Many  are  truly  intestinal  surgeons ;  others 
gastro-intestinal  surgeons.  Some  include  genito-urinary  diseases, 
while  a  few  include  gynecology. 
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After  all  is  said  and  done,  any  specialist  should  only  do  that 
which  he  is  best  qualified  to  do.  Whatever  special  skill  he  possesses 
belongs  rightfully  to  the  patients  who  need  it.  The  Proctologist  of 
the  present  and  of  the  future  must  be  in  a  position  to  aid  every 
patient  suffering  from  any  condition  interfering  with  the  normal 
physiologic  or  anatomic  activity  of  the  intestinal  tract.  He  must  be 
in  every  sense  of  the  word  an  intestinal  specialist. 

The  larger  problems  of  intestinal  stasis,  chronic  inflammatory 
conditions,  and  maHgnant  disease  of  the  small  and  large  intestines, 
demand  the  best  that  is  in  every  Fellow  of  our  organization,  that  he 
may  study  and  fathom  out  the  problems  of  etiology,  pathology,  and 
proper  therapy. 

The  movement  on  foot,  at  present,  to  establish  a  section  on 
Gastro-Enterology  and  Proctology  should  have  the  earnest  and  en- 
thusiastic support  of  every  Fellow  of  the  American  Proctologic  So- 
ciety, to  the  end  that  a  true  and  proper  appreciation  of  the  many  dis- 
eases affecting  the  whole  digestive  tract  may  be  shown  by  the  members 
of  our  great  American  Medical  Association.  This  greatest  of  all 
national  medical  organizations  should  encourage  and  foster  the  de- 
velopment of  all  endeavors  to  increase  the  fund  of  general  medical 
knowledge  and  to  enhance  its  usefulness  to  all  of  its  individual  mem- 
bers. I  believe  the  formation  of  this  section  will  do  as  much  to- 
wards this  end  as  has  that  of  any  section  yet  formed  by  the  Associa- 
tion. 9 

In  conclusion,  I  wish  to  thank  the  Fellows  for  their  kind  co- 
operation during  the  past  year  •  to  express  my  particular  appreciation 
of  the  valued  services  of  our  retiring  Secretary,  Dr.  Lewis  H.  Adler, 
Jr.,  Philadelphia ;  and  to  bespeak  for  the  incoming  administration  the 
heartiest  kind  of  enthusiastic  support. 


MEMOIR  OF  JAMES  P.  TUTTLE,  A.^F.  ^I.D. 
Joseph  M.  M.athews,  M.D., 

LOUl.SVTI.I.E,     KENTUCKY. 

James  P.  Tuttle,  son  of  the  late  Warren  \N .  Tuttle  and  Susan  C. 
Dyer,  his  wife,  was  born  in  Fulton,  Missouri,  November  11th,  1S57. 
He  received  his  classical  education  at  Westminster  College,  in  his 
native  town,  from  which  he  received  the  degree  of  A.R.  and  A.M., 
the  latter  in  1880.  Fle  obtained  a  scholarshi]),  by  competitive  exam- 
ination,   for   the   Medical    Department   of   the   I'nivcrsity   of    Pennsyl- 
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vania,  from  which  he  graduated  in  1881.  He  served  as  an  interne  in 
the  Blockley  Hospital  at  Philadelphia  for  a  time.  After  coming  to 
New  York  he  became  connected  with  the  New  York  Polyclinic  Hos- 
pital and  in  1893  established  there  the  chair  of  rectal  and  intestinal 
surgery,  became  Professor  in  the  same  institution.  He  was  consult- 
ing surgeon  to  several  hospitals,  and  a  member  of  the  principal  medi- 
cal and  surgical  societies  of  the  city,  state  and  county. 

He  suffered  from  diabetes  for  about  six  years;  he  died  Friday, 
January  31st,  1913,  at  his  home,  42  West  50th  Street,  New  York  City. 

Dr.  Tuttle  is  survived  by  his  widow,  Laura  March  Tuttle,  and 
three  brothers  and  one  sister :  Mr.  Earnest  Tuttle,  of  Fulton,  Mis- 
souri ;  Mr.  Charles  Tuttle,  of  Chicago ;  Dr.  Thomas  D.  Tuttle,  of 
Helena,  Montana ;  and  Mrs.  Roland  Keithley,  of  Denver,  Colorado. 

This  is  a  brief  outline  of  our  friend  and  co-worker.  It  was  the 
good  fortune  of  the  writer  to  become  intimately  acquainted  with  Dr. 
Tuttle  a  number  of  years  ago,  and  it  is  a  pleasant  reminiscence  to 
think  of  him  as  he  was  known  by  his  intimate  friends.  A  lovely  char- 
acter indeed  was  his.  He  had  never  known  great  wealth  and  did  not 
aspire  to  distinction  along  this  line,  and  was  obligated  to  no  one  for  his 
eminent  success.  Dr.  Tuttle  was  a  toiler  in  his  pursuit  after  knowl- 
edge ;  no  task  was  too  difficult  for  him,  and  no  duty  was  overlooked. 
He  lived  for  a  purpose  and  his  magnificent  work  on  "Diseases  of  the 
Anus,  Rectum  and  Pelvic  Colon"  attests  the  fact  that  he  was  a 
thoughtful  student  and  a  great  surgeon.  This  book  for  all  time  will 
be  consulted  and  carefully  studied  by  every  one  interested  in  Proc- 
tology. Dr.  Tuttle  was  a  fluent  talker  and  his  words  always  carried 
conviction  because  based  upon  fact.  H'is  contributions  to  surgical 
literature  were  abundant  and  always  well  timed.  His  work  was 
laborious,  for  he  did  not  confine  it  to  any  minor  work ;  he  was  a  pains- 
taking surgeon,  yet  a  fearless  one.  The  commercial  side  of  his  pro- 
fession did  not  appeal  to  him :  much  of  his  work  was  among  and  for 
the  poor.  This  is  evidenced  by  the  fact  that  he  was  the  visiting  sur- 
geon to  the  Almshouse  and  Workhouse  hospitals  in  his  city.  Dr. 
Tuttle  had  a  pleasing  personality.  He  loved  his  friends  and  did  not 
hate  anyone.  He  was  a  "clean"  man  in  every  respect  and  commanded 
the  respect  of  all  who  knew  him.  There  is  no  member  of  this  society 
(which  he  helped  to  form)  who  has  its  interest  at  heart  more  than  did 
Dr.  Tuttle.  He  was  an  honor  to  it,  and  we,  as  a  body,  as  well  as  in- 
dividually, will  miss  his  wise  council  and  rare  contributions.  Let  us 
each  emulate  his  example  and  double  our  vigor  to  push  ahead  the 
work  that  he  loved  so  well. 
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MEMOIR  OF  LEON  STRAUS,  M.D. 
Joseph  M.  Mathews,  M.D., 

LOUISVILLE,    KENTUCKY. 

There  came  into  my  office  a  number  of  years  ago  a  man  of  middle 
age,  well  groomed,  as  bespoke  the  gentleman,  who  told  me  of  his 
desire  to  engage  in  the  special  work  that  I  was  pursuing.  Liking  his 
address,  I  told  him  that  it  would  afford  me  pleasure  to  assist  him  in 
any  way  that  I  could.  From  that  day  he  became  one  of  my  useful 
assistants.  As  I  look  back  and  contemplate  the  services  of  the  differ- 
ent young  men  who  have  assisted  me  in  my  work,  I  can  think  of  no 
one  who  was  more  efficient,  obliging,  and  courteous,  than  was  Doctor 
Leon  Straus.  After  finishing  his  term  with  me  I  advised  him  to  visit 
Xew  York  and  some  other  Eastern  cities,  and  see  the  work  of  other 
men ;  then  to  go  to  Europe,  and  seek  all  the  advantages  in  this  line 
that  he  could.  This  he  did,  and  it  was  by  my  selection  that  he  located 
in  St.  Louis. 

Dr.  Straus  was  born  in  W'aterford,  Kentucky,  and  died  in  St. 
Louis,  being  fifty-seven  years  of  age.  He  graduated  from  the  ]^Iedi- 
cal  Department  of  the  University  of  Louisiana  in  1879,  and  practiced 
medicine  for  a  number  of  years  in  an  adjoining  county.  He  had 
received  only  a  common  school  education  but  was  ever  a  constant 
student.  The  writer  never  knew  a  man  of  more  energy  in  his  work, 
and  his  enthusiasm  was  unbounded.  He  was  not  a  prolific  writer, 
but  when  he  did  write  it  was  an  article  full  of  common  sense  and  in- 
formation of  practical  value.  He  succeeded  in  establishing  a  large 
and  lucrative  practice  in  St.  Louis,  and  it  goes  without  the  saying 
that  he  will  be  greatly  missed.  The  writer  bemoans  his  loss,  for  he 
regarded  him  as  a  true  and  faithful  friend. 
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A  REPORT  OF  PROCTOLOGIC  LITERATURE  FROM 
MARCH,  1912.  TO  MARCH,   1913. 

Samuel  T.  Earle,  !M.D., 
Chairman  of  the  Committee  on  Same. 

BALTIMORE,    MARYLAND. 

Dr.  Edward  H.  Goodman,  of  Philadelphia,  Pennsylvania  (Pro- 
gressi-ve  Medicine,  December.  1912,  page  100),  writes:  While  Ageron 
{Archiv.  f.  Verdannngskrankheiten,  1911.  xvii.  p.  584)  says  the  terms 
spastic  and  chronic  constipation  have  no  place  in  medicine,  and  while 
he  regards  constipation  as  a  disease  s\ii  generis,  yet  he  believes  there 
are  certain  forms,  such  as  gastrogenous,  cecal,  rectal,  and  nervous  ( ?). 
No  one  can  comprehend  the  subject  unless  the  physiology  of  the  move- 
ment of  the  feces  through  the  intestine  is  understood,  so.  in  order 
that  we  may  not  be  open  to  this  criticism,  I  give  Ageron's  views. 

Noj-mally,  defecation  takes  place  not  only  in  response  to  a  stimu- 
lus in  the  rectum  aroused  by  the  column  of  feces,  but  is  also  depend- 
ent on  the  amount  of  fluid  or  solid  food  in  the  stomach,  and  on  the 
shape  and  consistence  of  the  feces.  There  is  a  relation  between  the 
peristalsis  of  the  stomach  and  intestine,  although  this  is  not  well 
imderstood. 

He  gives  an  example  of  bowel  movement  after  a  certain  break- 
fast in  patients  who  had  been  habitually  constipated,  and  he  believes, 
although  the  various  movements  of  dressing  and  washing  play  a  role, 
that  the  principal  part  is  taken  by  the  filling  of  the  stomach  with  food. 

When  the  feces  have  not  a  certain  amount  of  moisture,  when 
tliey  are  dry,  tough,  sticky,  doughy,  or  like  putty ;  or,  in  other  words, 
when  they  represent  only  the  remains  of  a  food  rich  in  protein,  there 
is  interference  with  their  propulsion,  especially  from  the  cecum  to 
the  hepatic  flexure.  A  second  cause  of  delayed  evacuation  is  to  be 
seen  in  the  lack  of  continuity  which  such  fecal  masses  represent,  mak- 
ing it  difficult  for  the  intestine  to  move  them  along,  and  a  third  rea- 
son is  that  but  little  stimulus  is  given  the  colon  to  contract  on  account 
of  the  small  amount  of  feces  clinging  to  its  walls. 

Although  certain  articles  of  food  are  regarded  as  constipating 
or  laxative,  a  normal  man  with  normal  gastric  chemistry  and  motility 
will  have  normal  bowel  movements  even  though  he  eat  food  which  is 
generally  regarded  as  being  constijiating:  a  p:itient  suffering  with 
gastric  trouble,  on  the  other  hand,  will  And  he  is  just  as  constipated 
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on  the  laxative  food  as  he  was  on  the  other  variety.  This  leads 
Ageron  to  the  belief  that  the  rapid  and  uniform  exit  of  food  from 
the  stomach  to  the  small  intestine,  and  from  there  to  the  cecum  and 
ascending  colon,  is  more  important  than  the  food  itself.  In  gastric 
disease,  when  there  is  retention,  the  food  enters  and  leaves  the  small 
intestine  slowly,  irregularly,  and  in  this  manner  reaches  the  colon  in 
small,  dried-out  masses,  which  are  not  able  to  stimulate  the  intestine 
enough  to  contract.  Another  factor  that  is  not  to  be  lost  sight  of  is. 
that  patients  with  stomach  trouble  eat  less  than  others  and  drink  less. 
This  sort  of  constipation  he  calls  gastrogenous. 

In  the  treatment  of  this  form  we  are  on  the  horns  of  a  dilemma, 
as  we  cannot  give  a  food  which  will  form  bulky  stools  on  account  of 
the  underlying  gastric  condition. 

The  first  endeavor  is  to  learn  the  exact  condition  of  the  gastric 
motility.  Having  ascertained  this,  Ageron  recommends  giving  solid 
food  during  the  day,  and  liquid  just  before  going  to  bed,  as  he  states 
the  stomach  is  better  able  to  empty  itself  when  the  patient  is  in  a 
horizontal  position,  tie  is  not  in  favor  of  agar,  as  recommended  by 
Schmidt,  but  suggests  buckwheat  meal  cooked  with  butter,  in  con- 
nection with  food  which  is  compatible  with  the  chemistry  of  the 
stomach.  He  says  the  secret  in  bringing  about  bowel  movements  is  to 
give  fluids  at  the  proper  time — milk,  for  instance,  should  be  taken  in 
500  c.c.  amounts,  fasting  in  bed  before  going  to  sleep.  When  there 
is  a  dislike  for  milk,  he  recommends  thin  oatmeal  porridge  with  2 
teaspoonfuls  of  milk  sugar. 

Ageron  criticizes  the  physician  who  blindly  prescribes  purges  or 
laxatives  without  considering  the  conditions  he  is  treating.  Hard 
pills  and  compressed  tablets  often  remain  in  the  stomach  for  days  at 
a  time.  Carlsbad  salts  cause  transudation  in  the  stomach  and  cause 
an  unnecessary  amount  of  fluid  to  be  poured  out  into  that  already 
dilated  organ.  Equally  dangerous  are  infusions  of  aloes,  and  rhubarb, 
with  salts  of  sulphuric  acid.  Equally  inefficacious  are  those  popular 
idols,  honey,  fruit,  marmalade,  compotes,  etc. ;  as  they  cannot  leave 
the  insufficient  stomach,  do  not  contain  enough  waste  structure  to 
form  feces,  and  finally,  by  their  gas-producing  tendencies,  cause  dis- 
tension of  the  bowel,  which  makes  the  latter  also  insufficient. 

The  principal  thing  to  observe  in  prescribing  laxatives  is  to  give 
the  ones  that  work,  and  to  give  them  at  the  proper  time.  The  latter 
is  when  they  will  be  the  most  rapidly  expelled  from  the  stomach, 
namely,  early  morning  or  late  evening.  Enemas  should  be  given  in 
place  of  laxatives   by  mouth,   when   there   are   perigastric   adhesions. 
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(Emulsion  of  water,  soda  and  oil.  or  oil  and  glycerin,  as  enemas.) 
These  are  best  given  immediately  after  breakfast.  He  is  most  en- 
thusiastic about  electricity  in  the  form  of  the  faradic  current.  Mas- 
sage has  not  much  value.  The  use  of  mineral  waters  seems  to  be 
productive  of  benefit  for  a  short  time,  but  their  good  effects  are 
evanescent  at  best.  At  times  it  is  surprising  to  note  that  mineral 
waters  often  seem  to  be  constipating,  and  this  is  probably  due  to  the 
overloading  of  an  already  insufficient  stomach,  and  also  to  the  fact 
that  the  stomach,  when  one  stands  upright,  cannot  empty  itself  well. 
A  third  factor  is  that  much  drinking  of  these  waters  cuts  down  the 
intake  of  food  by  decreasing  the  appetite. 

The  Use  of  Hormonal  in  Constipation. — Since  the  note  in  Pro- 
gressive Medicine,  December,  1911,  p.  67,  concerning  this  peristaltic 
hormone  of  Ziilzer,  there  have  appeared  a  number  of  articles  which 
have  been  unfavorable  toward  the  preparation,  on  account  of  some  of 
the  unfortunate  results  attending  its  use. 

W.  Ernest  ]\Iiles,  F.R.C.S.,  England  {The  Glasgozu  Medical  Jour- 
nal, No.  11,  February,  1912,  page  82).  in  his  article,  "The  Treatment 
of  Carcinoma  of  the  Rectum  and  Pelvic  Colon,"  points  out  that:  The 
degree  of  malignancy  of  a  given  cancerous  growth  depends  upon  the 
rapidity  with  which  it  infiltrates  surrounding  tissues,  and  gives  rise 
to  metastatic  deposits  at  a  distance  from  the  original  neoplastic  focus. 

In  the  rectum  the  type  is  adeno-carcinoma,  but  of  this  there  are 
three  distinct  varieties,  which  differ  considerably  in  degree  of  ma- 
lignancy. In  one,  a  somewhat  rare  form,  the  papilliferous  carcinoma, 
of  which  there  is  an  excellent  example  among  the  specimens  shown, 
the  neoplasm  appears  to  expend  its  energy  mainly  in  surface  prolifera- 
tion, tardily  infiltrating  the  muscular  coat  of  the  bowel.  Consequently 
this  kind  of  growth  increases  rapidly  in  size,  soon  blocks  the  lumen 
of  the  bowel,  and  gives  rise  to  symptoms,  chiefly  those  of  obstruction, 
which  lead  to  comparatively  early  detection. 

A  tumor  of  this  kind  may  encompass  the  whole  of  the  circumfer- 
ence of  the  bowel,  as  in  the  example  shown,  before  marked  permea- 
tion of  the  bowel  wall  has  occurred.  These  growths,  therefore,  when 
freely  removed,  seldom  give  rise  to  recurrence,  and  are  particularly 
hopeful  cases  so  far  as  prognosis  is  concerned.  Unfortunately,  they 
are  not  often  met  with. 

The  second  variety,  the  typical  adenoid  cancer,  is  not  so  rapid  in 
its  surface  growth,  breaks  down  early  into  an  excavated  ulcer,  and 
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very  soon  permeates  the  wall  of  the  bowel,  extending  widely  into  the 
surrounding  tissues. 

These  growths  are  very  prone  to  recur  after  removal.  My 
personal  experience  is  that,  after  removal  by  perineal  methods  of  ex- 
cision, recurrence  takes  place  in  87.6  per  cent. 

The  third  variety — colloid  cancer — is  a  degenerative  phase  of  the 
preceding.  The  growth  increases  rapidly  in  size,  breaks  down  early, 
leading  to  deeply  excavated  ulceration,  and  infiltrates  widely.  In  my 
experience  it  always  recurs  after  perineal  methods  of  removal. 

The  spread  of  a  cancerous  tumor  of  the  rectum. — Cancer  of  the 
rectum,  when  observed  in  an  early  stage,  is  confined  to  the  mucous 
membrane  and  submucous  tissue.  The  growth  is  sessile  and  readily 
movable  upon  the  subjacent  muscular  coat  of  the  bowel.  The  mobil- 
ity, in  this  stage,  is  such  that,  when  situated  within  three  inches  of  the 
anal  margin,  the  growth  may  be  readily  hooked  down  by  the  examining 
finger  and  made  to  protrude  through  the  anal  orifice. 

I.  have  only  seen  three  cases  which  were  in  a  sufficient  early 
stage  of  development  to  permit  of  this  being  done.  Two  of  these 
growths  are  among  the  specimens  shown,  and  are  both  small  circum- 
scribed tumors,  one  before  ulceration  of  the  surface  had  taken  place, 
and  the  other  after  superficial  ulceration  had  commenced. 

It  is  impossible  to  determine  how  long  a  growth,  in  the  pre- 
ulcerative  stage,  may  have  existed  prior  to  detection,  because  there 
are  no  data  available;  but  this  much  is  certain,  ulceration  of  the  sur- 
face takes  place  early,  and  the  growth  becomes  firmly  fixed  to  the 
muscular  coat  of  the  bowel  long  before  half  of  its  circumference  has 
been  encompassed.  At  all  events,  in  four  instances  in  which  I  was 
able  to  observe  the  progress  of  events,  the  muscular  coat  became  in- 
filtrated six  months  (average  duration)  before  one-half  of  the  cir- 
cumference had  become  involved. 

Adherence  of  the  growth  to  the  muscular  coat  indicates  the  com- 
mencement of  permeation. 

It  is  probable  that  permeation  begins  in  the  oldest  part  of  the 
tumor,  that  is  to  say,  at  its  centre  when  the  growth  is  small  and  cir- 
cumscribed. As  the  growth  increases  in  size,  however,  the  centre  is 
not  necessarily  the  oldest  part,  because  I  have  observed  that  the  mid- 
axial  line  of  the  tumor  changes  in  position  accordingly  as  one  lateral 
margin  extends  more  rapidly  than  the  other. 

When  permeation  of  the  whole  thickness  of  the  wall  of  the  bowel 
has  occurred,  further  spread  of  the  disease  takes  place  in  the  peri- 
rectal tissues. 
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The  spread  of  a  cancerous  tumor  of  the  rectum,  then,  is  both 
intra-mural   and  extra-mural. 

Intra-nuiral  spread. — The  intra-mural  spread  takes  place  chiefly 
in  the  submucous  lymphatic  plexus,  though  to  some  extent  the  muscu- 
lar and  serous  coats  of  the  bowel,  especially  when  the  growth  is  situ- 
ated in  the  terminal  portion  of  the  pelvic  colon,  are  also  permeated. 
This  spread  is  both  visible  and  invisible  to  the  naked  eye. 

The  %'isible  spread  may  be  recognized  as  a  pearly-white  thicken- 
ing of  the  bowel  wall:  Often  it  extends  only  a  few  millimeters  beyond 
the  obvious  surface  margin  of  the  growth,  so  that  when  the  bowel  is 
divided  at  a  distance  of  about  an  inch  either  above  or  below  the 
margins  of  the  growth,  apparently  healthy  and  uninfiltrated  bowel 
wall  is  seen.  Occasionally  this  pearly-white  thickening  is  observed  to 
extend  throughout  the  length  of  the  bowel  for  several  inches.  An 
excellent  example  of  this  condition  is  shown  in  one  of  the  specimens 
I  produce. 

The  ininsible  spread  is  of  far  more  consequence  than  the  fore- 
going, because  it  cannot  be  readily  detected,  and  may,  therefore,  be 
thought  not  to  exist.  That  it  may  exist  in  some  instances  throughout 
many  inches  of  the  length  of  the  bowel  wall,  both  above  and  below 
the  primary  growth,  has  been  clearly  and  unmistakably  demonstrated 
by  Mr.  Sampson  Handley,  whose  work  with  the  muci-carmine  method 
of  detecting  cancer  cells  which  are  undergoing  mucoid  degeneration 
is  now  so  widely  known.  The  demonstration  of  this  invisible  spread, 
however,  cannot  be  made  in  all  cases,  probably  owing  to  the  fact  that 
the  cancer  cells  do  not  in  every  case  vmdergo  mucoid  degeneration,  but 
this  does  not  necessarily  disprove  the  existence  of  this  kind  of  spread. 

Clinically,  the  frequent  experience  of  recurrence  taking  place  in 
the  proximal  end  of  the  gut  after  perineal  excision  supports  Sampson 
Handley's  view  strongly ;  and  recently  a  recurrence  which  followed 
one  of  my  abdomino-perineal  operations  still  further  strengthens  it. 

The  extra-mural  spread. — Like  the  foregoing,  this  is  both  visible 
and  invisible. 

The  visible  spread,  in  an  early  stage  of  development,  can  only  be 
recognized  during  the  performance  of  primary  or  secondary  opera- 
tions. It  cannot  be  made  out  in  cases  before  operation,  because  it  is 
not  sufficiently  developed  to  produce  fixation  of  the  bowel,  or  diminu- 
tion in  the  mobility  of  the  growth.  This  is  an  important  point,  be- 
cause it  has  been  stated  by  high  authorities  on  cancer  of  the  rectum 
that  a  given  case  should  be  considered  to  be  inoperable  if  the  disease 
has  extended  bevond  the  limits  of  the  bowel  wall. 
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1  admit  that  in  advanced  cases  this  extra-mural  spread,  by  in- 
volving neighboring  organs,  and  even  the  pelvic  parieties,  may  render 
the  primary  growth,  and  also  the  portion  of  the  bowel  in  which  it 
grows,  quite  immobile ;  but  my  experience  has  taught  me  that  easily 
recognizable  extra-mural  spread  may  exist  without  interfering  in  the 
smallest  degree  with  the  mobility  of  the  growth. 

Visible  extra-mural  spread  may  exist  either  as  a  continuous 
spread  from  the  point  of  permeation  of  the  bowel  wall,  or  as  metas- 
tases situated  at  a  considerable  distance  from  the  primary  focus. 

The  invisible  spread  is  much  more  difficult  to  determine  and  there 
is  room  for  much  investigation  of  practical  pathology.  Probably  the 
same  difficulties  as  are  met  with  in  tracing  the  invisible  intra-mural 
spread  are  encountered  here ;  the  cancer  cells,  unless  undergoing 
mucoid  degeneration,  being  difficult  to  identify. 

From  clinical  observation,  however,  of  recurrences  after  opera- 
tion, I  am  quite  convinced  that  these  cancer  cells  invade,  even  in  com- 
paratively small  and  early  grow'ths,  the  lymphatic  areas  to  a  distance 
far  beyond  the  limits  of  the  visible  spread,  and,  consequently,  it  is  im- 
perative that  as  complete  and  comprehensive  a  removal  of  all  the  tis- 
sues comprising  these  lymphatic  areas  should  be  carried  out  in  every 
case,  no  matter  how  limited  the  primary  growth  may  be.  The  lym- 
phatic areas  are  three  in  number,  which  I  have  termed  the  zones  of 
downward,  lateral,  and  upward  spread. 

The  zone  of  doivnzvard  spread. — The  tissues  contained  in  this 
lymph  area  are  peri-anal  skin,  the  ischio-rectal  fat,  and  the  extern. d 
sphincter  muscle.  Anatomically  there  is  a  free  inter-communication 
between  the  lymphatic  plexuses  of  the  wall  of  the  rectum  and  those 
contained  in  the  structures  mentioned  above :  and  consequently,  it  is 
easy  to  understand  how  a  cancer  cell,  detached  from  the  main  growth, 
may  be  carried  by  the  lymph  stream  for  some  distance,  its  migration 
being  arrested  at  any  point  of  this  extensive  mesh  work.  It  is  also 
apparent  that  even  an  exhaustive  microscopical  examination  of  the 
tissues  in  this  area  might  fail  to  detect  such  isolated  cancer  cells. 
The  evidence  of  the  pre-existence  of  this  invisible  spread  must,  there- 
fore, be  based  upon  the  localities  in  which  post-operative  recurrent 
growths  manifest  themselves. 

Recurrences  in  the  ischio-rectal  fat. — This  tissue  is  highly  vulner- 
able to  recurrence.  Among  my  own  cases  the  recurrent  growth  impli- 
cated the  ischio-rectal  fat  in  seven  out  of  thirteen  cases  in  which  ihat 
tissue  had  been  sparsely  removed.  In  one  of  these  cases  the  lower- 
most margin   of   the  primary  growth   was  3   inches   di^^tant   from   the 
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anal  margin.  Among  recurrences  which  I  have  seen  following  opera- 
tions by  other  surgeons,  the  ischio-rectal  fat  was  involved  in  twenty- 
three. 

Recurrences  in  the  external  sphincter  muscle. — In  one  of  my  own 
resection  cases  and  in  two  similar  operation  cases  of  other  surgeons 
the  external  sphincter  muscle  was  invaded  by  the  recurrent  growth. 

The  zone  of  lateral  spread. — This  lymphatic  area  embraces  the 
levatores  ani  muscles,  the  retro-rectal  lymph  nodes,  the  lymph  nodes 
in  relation  with  the  branches  of  the  internal  iliac  artery,  the  prostate 
gland,  the  base  of  the  bladder,  and  in  the  female  the  posterior  wall  of 
the  vagina,  the  cervix  uteri,  and  the  base  of  the  broad  ligament  with 
Poirier's  gland  situated  between  the  upper  surface  of  the  levatores 
ani  and  the  recto-vesical  fascia.  There  is  an  extensive  lymphatic 
plexus  which  freely  communicates  with  the  intra-mural  lymph  plexus. 
Consequently  in  growths  located  in  the  ampulla  of  the  rectum,  direct 
permeation  is  especially  liable  to  take  place  there.  In  several  cases 
I  have  observed  small  plaques  of  growth  located  either  in  the  sub- 
stance of  the  levator,  or  upon  the  upper  surface,  close  to  the  rectal 
wall.  In  one  instance  a  small  nodule  was  found  in  the  substance  of 
the  levator  close  to  the  origin  of  the  muscle  from  the  pelvic  wall.  In 
all  of  these  cases  the  nodules  or  plaques  were  quite  small  and  could 
not  possibly  have  been  palpated,  their  presence  having  been  detected 
only  during  the  performance  of  the  operation.  In  no  wise  did  they  in- 
terfere in  the  smallest  degree  with  the  mobility  of  the  growth. 

Enlargement  of  the  retro-rectal  lymph  nodes  is  nearly  always 
met  with  in  carcinomatous  ulcers  of  the  ampulla  of  the  rectum.  This 
is  often  of  an  inflammatory  nature  owing  to  septic  absorption,  but, 
nevertheless,  secondary  deposits  in  these  nodes  are  frequently  met 
with. 

I  have  seen  well-marked  carcinomatous  deposits  in  this  group  of 
nodes  in  a  case  of  carcinoma  of  the  middle  of  the  loop  of  the  pelvic 
colon,  illustrating  a  downward  spread  from  that  situation.  The  case 
was  especially  interesting,  because  the  primary  growth  could  have 
been  easily  resected  and  an  end-to-end  anastomosis  readily  effected. 
An  examination  of  the  pre-sacral  area  from  the  abdomen  revealed 
the  presence  of  the  enlarged  nodes,  so  that  the  radical  abdomino- 
perineal operation  was  performed.  Unfortunately  the  patient  died  of 
pneumonia  about  a  year  afterwards,  l)ut  up  to  the  time  of  death  there 
was  no  sign  of  recurrence. 

The  capsule  of  the  prostate  gland  is  sometimes  the  seat  of  the 
visible  spread  in  cases  of  cancer  situated  on  the  anterior  wall  of  the 
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ampulla  of  the  rectum.  I  have  seen  this  occur  in  comparatively  early 
instances,  in  which  there  was  no  indication  that  the  disease  had  ex- 
tended beyond  the  wall  of  the  bowel.  It  is  advisable,  therefore,  in  all 
cases  of  a  growth  situated  in  this  position  to  dissect  off  the  capsule  of 
the  prostate  gland  as  a  matter  of  routine. 

Implication  of  the  base  of  the  bladder  and  of  the  lymph  nodes 
situated  among  the  branches  of  the  internal  iliac  vessels  is  only  seen 
in  the  more  advanced  cases,  and  although  it  may  be  impossible  to 
detect  the  presence  of  such  deposits  before  an  operation,  when  they 
are  encountered  an  early  and  speedy  recurrence  of  the  disease  may  be 
anticipated. 

Involvement  of  the  posterior  surface  of  the  vagina  may  also  oc- 
cur early  in  growths  situated  in  the  terminal  portion  of  the  pelvic 
colon.  In  one  of  my  recent  abdomino-perineal  operations  I  was  sur- 
prised to  find  such  a  condition  existing,  although  the  growth  was 
freely  movable  in  all  directions.  In  this  case  the  uterus  together  with 
the  posterior  wall  of  the  vagina  was  removed,  as  well  as  the  rectum 
and  pelvic  colon. 

It  will  be  seen,  therefore,  that  somewhat  wide  and  extensive 
visible  spread  of  the  disease  among  the  tissues  constituting  the  zone 
of  la^teral  spread  may  occur  in  early  cases.  Such  secondary  deposits, 
in  a  great  many  cases,  cannot  be  detected  before  hand,  and  might  be 
missed  altogether  during  the  performance  of  an  operation  carried  out 
solely  from  the  perineum. 

The  zone  of  upzvard  spread. — This  lymphatic  area  is  much  the 
most  important  of  the  three,  from  the  point  of  view  of  the  extra- 
mural spread  of  cancer  of  the  rectum.  The  structures  contained 
therein  are  the  peritoneum  of  the  floor  of  the  pelvis ;  the  pelvic  meso- 
colon throughout  its  length ;  the  para-colic  lymph  nodes ;  and  the 
group  of  lymph  nodes  which  are  grouped  at  the  bifurcation  of  the 
left  common  iliac  artery.  My  observations  upon  the  spread  of  cancer 
in  the  pelvis  lead  me  to  conclude  that  in  quite  early  instances  of  cancer 
of  the  ampulla  of  the  rectum,  and  also  of  the  terminal  portion  of  the 
pelvic  colon,  invisible  extra-mural  spread  occurs  rapidly,  and  is  dis- 
tributed over  a  wide  area.  I  have  records  of  three  cases  in  which 
visible  spread  was  observed  during  the  performance  of  secondary 
operations  upon  patients  who  had,  some  months  previously,  been 
operated  upon  by  me  by  perineal  methods — excision.  These  recur- 
rences were  so  rapid  that  I  can  only  infer  that  the  tissues  in  which 
the  recurrent  growths  were  found  were  already  infected  by  invisible 
spread  at  the  time   when   the  primary  operation   took  place.     More- 
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over,  the  foci  of  recurrent  growth  were  so  small  when  actually  seen 
that  it  is  most  probable  that  they  did  not  exist  as  visible  spread  at 
the  time  of  the  first  operation,  so  that  their  presence  would  not  have 
been  detected  by  the  aid  of  an  exploratory  laparotomy. 

The  operability  of  cancer  of  the  rectum. — Opinions  differ  widely 
upon  this  point.  It  is,  perhaps  a  question  of  quot  homines  tot  sen- 
teiiticc.  Thus  among  continental  authorities.  Boas  regards  19  per  cent, 
of  cases  as  operable ;  Witzel,  25  per  cent. ;  Czerny,  71  per  cent. ;  Berg- 
mann,  80  per  cent. ;  Eiselsberg,  65  per  cent.  In  England,  Harrison 
Cripps  (Proceedings  of  the  Royal  Society  of  Medicine,  February, 
1911)  considers  that  25  per  cent,  are  operable.  Personally  I  am  of 
opinion  that  75  per  cent,  of  cases  are  operable,  if  by  the  radical 
abdomino-perineal  operation  ;  but  if  perineal  methods  of  excision  are 
adopted  over  90  per  cent,  will  recur,  and,  therefore,  this  percentage  of 
cases  I  regard  as  inoperable. 

There  appears  to  be  a  consensus  of  opinion  that  the  criteria  of 
operability  are  a  limited  extent  of  the  growth  and  free  mobility  in  all 
directions.  Great  stress  is  placed  by  Harrison  Cripps  upon  the 
proviso  that  the  disease  should  not  have  extended  beyond  the  wall  of 
the  bowel.  If  he  is  able  with  his  fingers  to  push  the  growth  up  or 
down,  or  rock  it  from  side  to  side,  he  is  sure  that  the  growth  can  be 
removed  with  advantage  to  the  patient.  From  this  we  may  infer  that 
Mr.  Cripps  considers  that  a  growth  which  is  mobile  has  not  permeated 
the  bowel  wall.  The  mere  fact,  however,  that  a  growth  is  small  and 
freely  movable  in  every  direction,  does  not  necessarily  imply  that 
extra-mural  spread  has  not  already  taken  place. 

H.  Graeme  Anderson,  M.B.,  Ch.B.,  F.R.C.S.  (British  Medical 
Journal,  1912,  Vol.  1,  page  129),  in  his  paper,  "Solid  Carbon  Dioxide 
in  the  Treatment  of  Hemorrhoids,"  states :  Hemorrhoids  and  nevi 
have  an  almost  identical  histological  structure,  and  having  had  excel- 
lent results  in  the  treatment  of  the  latter  by  means  of  solid  carbon 
dioxide,  I  determined  to  try  it  in  the  former.  Both  nevi  and  hemor- 
rhoids show  congeries  of  dilated  vessels  in  a  connected  tissue  basis ; 
but  the  histological  appearances  of  hemorrhoids  differ  much  from 
each  other,  the  differences  depending  on  their  duration  and  the  irrita- 
tion, mechanical  and  bacterial,  to  which  they  have  been  exposed. 
Thus  it  is  difficult  to  demonstrate  by  means  of  the  microscope  any 
selective  action  on  the  part  of  the  solid  CO.  Its  action  depends  on 
its  extremely  low  freezing  point  (7v°C.).  Morton  has  advanced  the 
ingenious  theory  that  the  tissues  are  cooled  and  become  rigid  and  the 
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individual  cells,  with  their  semifluid  contents,  become  hard  and  firm  ; 
now  water  and  water-containing  substances  undergo  expansion  pro- 
gressively as  the  temperature  falls  below  4°C.,  and  this  expansion 
following  on  rigidity  causes  fracture  of  the  cell  wall  and  injury  to  the 
nucleus.  I  have  not  examined  hemorrhoidal  tissue  immediately  after 
freezing,  but  have  done  so  after  fourteen  days.  Then  the  changes 
seen  are  inflammatory — efifusion  of  blood,  round  cell  infiltration,  etc. 
In  one  case  there  was  distinct  ulceration  where  the  snow  had  been 
applied. 

The  snow  is  easily  prepared  from  the  gas  cylinder ;  a  crayon 
three-quarters  of  an  inch  in  diameter  is  used.  The  patient  is  pre- 
pared in  the  ordinary  way,  gas  is  given,  and  the  anesthesia  prolonged 
for  a  little  by  the  means  of  ether,  the  whole  operation  being  over  in 
from  three  to  five  minutes.  The  sphincters  are  lightly  stretched,  and 
the  piles  brought  down  by  means  of  pressure  forceps.  The  crayon 
is  then  applied  with  fairly  firm  pressure  for  twenty  seconds  to  each 
hemorrhoid  in  turn,  white  saucer-like  depressions  being  produced 
where  the  crayon  has  been  api)lied.  The  frozen  tissues  are  returned 
within  the  anus,  and  as  no  bleeding  occurs,  a  tube  is  not  required,  but 
a  simple  gauze  dressing  completes  the  procedure.  No  pain  should  be 
experienced ;  the  bowels  can  be  opened  on  the  third  day  and  the 
patient  allowed  up  after  that  time. 

The  report  of  five  cases  follows. 

Two  new  proctoscopes  have  been  devised  during  the  past  vear. 
The  1912  Proctoscope,  Jerome  ^I.  Lynch.  Nezu  York  Medical  Jour- 
nal, 1912,  XCV.,  568. 

A  new  pneumo-electric  j^roctoscope  and  sigmoidoscope,  F.  C. 
Yeoman,  Journal  of  American  Medical  Association,  1912,  Vol.  LVIII., 
p.  929. 

Dr.  Walton  ^lartin.  New  York  (Annals  of  Surgery,  \'ol.  LV., 
1912,  page  901),  in  reporting  a  case  on  "Carcinoma  of  the  Rectum: 
Combined  Abdominal  and  Perineal  Rectomy,"  said  the  case  seemed  to 
be  of  interest  on  account  of  the  presence  of  the  secondary  mass  10 
cm.  above  the  main  growth,  emphasizing  the  advantage  of  approaching 
these  tumors  through  the  abdomen  from  above. 

I  wish  to  call  special  attention  to  a  most  interesting  paper  by 
Harrison  Cripps,  F.R.C.S.,  England  (British  .^fedical  Journal,  1912. 
\'ol.  2,  page  843),  on  "The  Surgical  Treatment  of  Rectal  Cancer." 
The  above  article  will  well  repay  careful  reading;  time  will  only 
permit  of  a  few  quotations : 
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Rectal  cancer  is  essentially  local  in  its  early  stage,  and  the  method 
of  its  extension  has  an  important  bearing  on  the  question  of  operation. 
When  once  started,  it  spreads  at  first  by  continuity,  more  so  hori- 
zontally than  in  depth.  This  appears  due  to  there  being  less  resist- 
ance between  the  layers  of  muscle  than  there  is  in  the  muscles  them- 
selves. In  this  way  several  square  inches  of  the  surface  of  the 
bowel  are  affected,  while  the  whole  thickness  of  the  growth  may 
for  some  time  be  less  than  half  an  inch. 

Cripps  takes  issue  with  i\Ir.  Sampson  Handley  on  the  method 
of  spread  in  rectal  cancer,  namely,  along  the  submucous  lymphatics 
for  several  inches  or  even  feet  beyond  the  original  site  without  pro- 
ducing any  tumor  or  hardness  by  which  it  could  be  detected. 

Clinical  experience  is  entirely  opposed  to  the  deduction  that 
such  an  early  dissemination  of  rectal  cancer  along  the  submucous 
lymphatics  is  common  or  even  usual.  That  recurrence  unfortunately 
takes  place  in  a  large  number  of  cases  is  true ;  but  let  us  consider 
how  this  growth  would  manifest  itself  if  Mr.  Handley's  view  was 
correct.  He  endeavors  to  show  that  the  lymphatics  are  infected  for 
many  inches  beyond  the  apparent  margin  of  the  disease.  If  this  were 
so,  it  would  be  merely  a  question  of  time  before  the  whole  of  the 
infected  area  became  thickened  and  hardened  with  the  usual  mani- 
festations of  adenoid  cancerous  growth.  Then  by  the  time  that  this 
had  developed,  the  disease  would  be  still  spreading  ahead,  and  if  the 
patient  lived  long  enough,  many  feet  or  even  the  whole  intestinal 
tract  would  become  involved.  It  would  also  show  the  uselessness  of 
removing  the  growth  locally  with  only  an  area  of  an  inch  or  less  of 
apparently  sound  margin ;  in  fact,  it  would  make  any  reasonable 
local  removal  quite  hopeless;  but  both  the  conditions  just  mentioned 
are  inconsistent  with  clinical  facts  in  the  great  majority  of  cases. 

It  will  be  found  that  recurrence  seldom  takes  place  except  at 
the  extreme  edge  of  the  cut  margin,  and  even  this  is  exceptional,  for 
in  most  cases  recurrence  is  not  in  the  remaining  part  of  the  bowel, 
but  in  the  connective  tissue  and  strictures  lying  immediately  external 
to  the  part  removed.  I  have  over  and  again  seen  the  recurrence 
in  the  neighborhood  of  the  ischio-rectal  fossa  and  skin  near  the  anus. 
while  the  bowel  itself  at  the  cut  margin  and  along  the  whole  of  its 
course  upwards  remained  entirely  free  from  any  visible  infection  up 
to  the  time  of  the  patient's  death.  I  have  always  regarded  an  inch 
or  so  as  a  fair  margin,  and  when  I  have  been  able  to  secure  this,  can 
scarcely  recall  a  case  of  recurrence  in  the  cut  margin  itself.     Again,  if 
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these  wide-spread  disseminations  were  usual,  how  would  the  many 
sticcessful  cases  of  removal  be  accounted  for?  In  my  own  practice 
I  know  of  dozens  of  cases  which  remained  perfectly  well  from  three 
to  twenty-five  years  after  removal  where  less  than  an  inch  of  margin 
had  been  allowed.  Lastly,  amongst  the  most  successful  cases  are 
those  operations  in  which  two  or  three  inches  of  diseased  bowel, 
with  perhaps  only  a  half-inch  margin  allowed,  had  been  cleanly  cut 
out,  and  an  end-to-end  anastomosis  performed.  Every  surgeon  may 
not  be  familiar  with  these  cases  in  the  rectum,  but  few  can  be  with- 
out experience  of  the  successful  result  that  often  follows  an  intra- 
abdominal section  of  a  limited  annular  growth  of  the  large  intestine 
with  an  immediate  end-to-end  anastomosis.  If  the  doctrine  of  the 
universal  spread  of  cancer  along  long  areas  of  the  submucous  tissue 
were  generally  accepted,  I  believe  infinite  harm  would  be  done  to 
operative  surgery,  for  in  every  such  case  a  grave  increase  of  the 
danger  of  the  operation  would  be  entailed,  such  as  would  be  quite 
unnecessary  and  unjustifiable,  and  those  brilliant  cases  of  anastomosis 
made  impossible ;  for  you  cannot  join  together  in  the  rectum  the  ends 
if  inches  of  the  gut  have  been  removed,  and  I  believe  that  an  opera- 
tion, now  invaluable  in  properly  selected  cases,  would  soon  fall  into 
discredit  if  such  wholesale  removals  became  the  fashion  in  deference 
to  an  improved  pathological  theory. 

We  cannot  agree  with  Mr.  Cripps,  however,  in  the  following 
statement :  "As  regards  the  sigmoidoscope  it  is  worse  than  useless, 
being  at  times  positively  misleading.  Cancer  can  never  be  diagnosed 
to  a  certainty  by  sight  alone ;  touch  only,  by  indicating  hardness  and 
friability,  has  to  be  relied  upon."  Nor  in  his  following  statement : 
"An  overwhelming  percentage  of  cases  situated  within  6  inches  of  the 
anus,  and  therefore  can  be  dealt  with  from  below,  probably  not  10 
per  cent,  originating  above  this  height." 

Statistics  will  not  bear  out  this  assertion  made  by  Mr.  Cripps, 
and  therefore  without  the  tise  of  the  sigmoidoscope  the  many  cases 
that  occur  above  6  inches  must  go  undiagnosed,  at  least  until  after 
they  become  inoperable.  The  above  criticism  has  also  been  given  by 
Mr.  P.  Lockhart  Mummery  and  Mr.  C.  Gordon  Watson  (British 
Medical,  1912,  Vol.  II.,  pages  1248-1249). 

Dr.  William  J.  Mayo,  Rochester,  Minn.  (Annals  of  Surgery,  \'ol. 
56,  1912,  page  240),  in  his  paper  on  "The  Radical  Operation  for  the 
Relief  of  Cancer  of  the  Rectum  and  Rectosigmoid,"  says :  In  Fagge's 
opinion,  with  which  I  agree,  the  entire  anal  canal  should  be  removed 
when  the  carcinoma  has  its  origin  in  the  rectal  ampulla. 
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The  necessity  of  a  wide  eradication  of  the  disease  with  at  least 
six  inches  of  apparent  sound  bowel  above  and  not  less  than  two  inches 
below,  with  all  the  surrounding  fat  and  glands,  usually  means  a  per- 
manent colostomy  in  some  instances.  The  functional  incapacity  fol- 
lowing the  operation  must  be  accepted  by  the  patient  as  the  price 
paid  for  the  cure. 

Failure  to  remove  the  disease  in  an  orderly  manner,  and  not  the 
natural  tendencies  of  rectal  cancer,  is  responsible  for  the  pessimism 
of  the  profession  toward  the  radical  operation  for  removal  of  malig- 
nant growths  in  the  rectum  and  rectosigmoid. 

Colostomy  through  the  left  rectus  muscle,  as  advocated  by 
Lilienthal,  gives  good  functional  results,  and  as  contrasted  with  a 
preternatural  anus  in  any  other  situation,  is  to  be  preferred.  A  colos- 
tomy in  the  rectus  muscle  can  be  controlled  by  a  simple  abdominal 
binder,  the  weight  of  the  abdomen  in  the  bandage  making  the  gentle 
pressure  that  is  necessary  for  closure.  The  rectus  muscle  is  as  con- 
trollable as  the  biceps,  and  temporary  voluntary  control  is  often  ob- 
tained, even  against  gas  and  fluids.  Iliac  colostomy,  on  the  contrary, 
is  placed  in  a  situation  where  pressure  must  be  brought  by  a  pad  or 
some  other  artificial  means ;  the  control  may  be  efficient  but  generally 
does  not  bear  comparison  wi;h  that  obtained  when  the  opening  is 
made  through  the  rectus  muscle. 

If  the  colostomy  be  done  as  a  primary  operation  to  be  followed 
later  by  radical  removal  of  the  disease,  it  allows  thorough  evacuation 
of  the  bowels  and  careful  cleansing  of  the  distal  fragment  before 
undertaking  the  second  operation.  When  it  is  considered  that  90 
per  cent,  of  the  deaths  following  operation  are  due  to  sepsis,  the  im- 
portance of  this  step  cannot  be  over-estimated. 

In  many  cases  rectal  examination  will  not  determine  whether  or 
not  the  disease  be  locally  removable,  and  since  it  is  essential  to  know 
that  there  are  no  irremovable  metastases  in  j^he  abdominal  cavity 
intraperitoneal  exploration  should  constitute  the  first  step  in  operat- 
ing on  cancer  of  the  true  rectum  and  rectosigmoid,  and  not  until  this 
is  done  and  the  disease  viewed  from  above  can  the  question  of  rectal 
conservation  be  settled.  This,  however,  should  not  be  considered 
an  arbitrary  law.  In  the  very  obese,  the  cachectic,  and  those  in  poor 
physical  condition  from  general  diseases,  a  single  operation  by  the 
perineal  or  sacral  route  may  be  preferred  to  a  method  which  requires 
two  operations,  although  an  bccasional  patient  may  be  operated  upon 
radically  who  has  abdominal  metastasis  unknown  to  the  operator  be- 
cause unexplored. 
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Inoperability  is  usually  due  to  extension  anteriorly  to  the  region 
of  the  genito-urinary  organs.  When  the  mucous  membrane  of  the 
bladder  is  affected  and  there  is  mechanical  difficulty  in  micturition, 
an  operation  is  not  only  futile  but  has  also  considerable  mortality. 

It  has  been  said  that  few  cases  of  cancer  of  the  rectum  are  op- 
erable beyond  nine  months  after  the  beginning  of  the  symptoms.  This 
is  an  error.  A  number  of  our  cases  in  which  the  symptoms  had 
existed  more  than  two  years  proved  to  be  in  excellent  condition  for 
operation.  Much  of  the  reputation  of  colostomy  as  a  palliative 
operation  depends  on  the  fact  that  cancer  of  the  rectum  is  a  slow 
process  and  long  remains  a  local  disease.  These  extensive  operations, 
however,  can  only  be  made  with  a  justifiable  mortality  where  a  pre- 
liminary colostomy  has  been  done  and  the  rectal  fragment  has  been 
carefully  cleansed. 

Mr.  Lockhart  Mummery  (British  Medical  Journal,  \'ol.  1,  1912, 
page  1427)  recorded  30  cases  of  intractable  constipation  treated  by 
operation.  Such  cases  were  quite  common,  and  usually  came  to  the 
notice  of  a  surgeon  after  some  years  of  ineft'ective  medical  treatment. 
They  fell  into  three  main  groups — the  obstructive,  the  atonic,  and 
those  due  to  increased  viscidity  of  the  feces.  The  symptoms  pro- 
duced were  loss  of  weight,  headache,  loss  of  appetite,  mental  depres- 
sion, enteroptosis,  and  pigmentation  accompanied  by  a  dull,  earthy 
pallor.  These  symptoms  were  due  to  the  absorption  of  toxins, 
though  some  persons  appeared  to  be  immune.  The  majority  of  cases 
were  due  to  some  obstruction ;  the  sigmoidoscope  was  invaluable  in 
their  diagnosis,  especially  in  the  detection  of  adhesions.  He  had  no 
faith  in  the  diagnosis  of  intestinal  kinks  by  X-rays.  He  thought 
X-rays  were  useful  in  cases  of  intestinal  ptosis.  Kinks  were  caused 
by  adhesions,  and  led  to  pain,  which  came  on  two  to  three  hours  after 
food,  or  before  defecation.  The  cause  for  the  adhesions  was  not 
always  apparent ;  they  occurred  after  abdominal  operations,  but  could 
be  prevented  by  perfect  asepsis  and  hemostasis,  provided  no  raw 
surface  was  left  and  the  peritoneum  was  undamaged.  The  best  re- 
sults were  obtained  in  those  cases  caused  by  a  single  adhesion ;  when 
multiple  adhesions  were  present  a  short  circuit  was  often  necessary, 
as  they  were  liable  to  reform.  Appendicostomy  was  useful  to  wash 
out  the  colon  and  so  remove  the  intestinal  toxemia.  Intractable 
constipation  was  produced  by  many  different  causes.  He  could  not 
agree  with  Mr.  Arbuthnot  Lane  that  there  was  practically  only  one 
cause,  namelv,  kinking. 
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Dr.  William  C.  Lusk,  of  New  York  City  {Annals  of  Surgery, 
January.  1913,  \'ol.  LMI.,  Xo.  1,  page  106),  gives  a  description  of 
"An  Instrument  for  Establishing  Fecal  Drainage,  with  a  Report  of 
its  use  on  a  Case  and  a  Consideration  of  the  Site  for  Making  a  Fecal 
Fistula  in  Low-seated  Intestinal  Obstruction."  The  particular  use 
for  which  the  instrument  was  designed  is  for  the  establishment  of  a 
fecal  fistula,  but  it  can  also  be  used  to  allow  the  escape  of  wind  from 
a  clamped-off  colon  in  the  establishment  of  an  artificial  anus.  A 
most  excellent  cut  of  this  instrument  is  given  in  this  article. 

Dr.  Arthur  W.  Elting,  Albany,  New  York  (Transactions  of  the 
American  Surgical  Association,  1912,  Vol.  XXX.,  page  176),  "Treat- 
ment of  Fistula  in  Ano,  with  Special  Reference  to  the  Whitehead 
Operation."  The  operation  consists,  first,  in  a  thorough  dilatation  of 
the  rectal  sphincters  laterally,  as  this  has  been  shown  to  produce  less 
disturbance  of  the  bladder  function  than  when  done  antero-posteriorly. 
\\"ith  a  probe  the  general  course  of  the  sinuses  is  located  and  the 
communication  with  the  bowel  determined,  if  one  be  demonstrable. 
A  circular  incision  at  the  junction  of  the  skin  and  mucosa  is  then 
made  and  the  bowel  dissected  away  from  the  external  and,  if  neces- 
sary, the  internal  sphincters,  which  are  carefully  pushed  upward  and 
away  from  all  possibility  of  injury.  The  dissection  of  the  bowel  is 
continued  upward  until  well  above  the  level  of  the  internal  opening,  if 
one  exists,  or  to  the  attachment  of  the  levator  ani  muscle,  if  no  inter- 
nal opening  can  be  demonstrated,  care  being  taken  to  keep  as  near  the 
mucosa  as  possible.  In  this  way  complete  separation  of  the  fistulous 
tracts  from  all  communication  with  the  bowel  is  eft'ected.  The  exter- 
nal fistulous  opening,  or  openings,  are  then  somewhat  enlarged,  and 
with  a  small  curette  all  the  demonstrable  fistulous  tracts  are  carefully 
curetted.  Counter  openings  in  the  skin  are  made  in  tortuous  compli- 
cated tracts  if  necessary.  With  interrupted  silk  sutures,  the  bowel, 
mobilized  and  cut  ofif  above  the  level  of  the  internal  fistulous  opening, 
is  approximated  to  the  skin  at  the  anal  margin,  the  sutures  being 
placed  in  such  a  way  as  to  obliterate  all  dead  spaces. 

In  cases  where  no  internal  opening  can  be  demonstrated,  the  dis- 
section of  the  bowel  is  never  carried  above  the  insertion  into  the  rec- 
tum of  the  levator  ani  muscle,  indicated  by  the  so-called  "white  line", 
for  comparatively  few  fistul?e  ever  extend  above  the  attachment  of 
the  levator  ani  muscle.  The  fistulous  openings  are  lightly  packed 
with  gauze  and  a  rectal  plug  is  inserted  for  a  few  hours  to  control 
oo.'ring  and  insure  approximation  of  tissues,  and  the  operation  is  com- 
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pleted.  The  fistulous  openings  are  kept  open  with  gauze  for  a  few 
days  and  then  allowed  to  take  care  of  themselves,  no  particular  treat- 
ment being  required  after  the  first  week  or  ten  days.  The  bowels  are 
moved  with  a  mild  cathartic  at  the  end  of  forty-eight  hours ;  silk 
sutures  come  away  of  their  own  accord. 

In  some  cases  of  extensive  and  complicated  fistulre,  it  may  require 
several  weeks  for  all  the  sinuses  to  heal  completely,  but  when  this 
has  occurred,  there  has  never  been  any  tendency  to  recurrence.  By 
this  procedure  every  possible  requisite  for  rapid  healing  has  been 
fulfilled ;  the  internal  fistulous  openings  rapidly  and  securely  closed ; 
all  communication  with  the  fistulous  tract  severed ;  hemorrhoids  and 
other  diseased  conditions  removed ;  the  sphincters  preserved  intact, 
and  a  comfortable  and  rapid  convalescence  assured.  By  this  method 
fistul?e  communicating  with  the  bowel  more  than  three  inches  above 
the  anal  margin  have  been  cured,  with  preservation  of  normal  sphinc- 
teric  function. 

It  is  always  well  to  avoid  operating  for  the  cure  of  fistula  during 
the  acute  stage  of  inflammation.  In  such  cases  it  is  well  to  freely 
incise  the  infected  area,  and  when  the  active  process  has  (juieted  down 
the  radical  operation  can  best  be  employed. 

The  above  method  has  been  employed  in  105  consecutive  cases 
upon  which  this  report  is  based.  In  all  of  these  cases  careful  histologi- 
cal examination  of  the  tissue  removed  was  made  at  the  Bender  Hy- 
gienic Laboratory.  Of  this  number  96  were  found  to  be  histologically 
non-tuberculous  and  9  histologically  tuberculous.  Of  the  9  tubercu- 
lous cases,  7  had  demonstrable  pulmonary  tuberculosis  at  the  time  of 
the  operation.  Of  the  105  cases,  64  occurred  in  males  and  41  in 
females.  Arranged  according  to  age,  2  occurred  in  the  first  decade, 
one  of  them  in  a  child  of  ten  months ;  8  occurred  in  the  second  de- 
cade ;  37  occurred  in  the  third  decade ;  30  occurred  in  the  fourth 
decade;  15  occurred  in  the  fifth  decade;  10  occurred  in  the  six  de- 
cade, and  3  occurred  in  the  seventh  decade. 

In  practically  all  of  these  cases  it  has  been  possible  to  trace  the 
subsequent  history  of  the  patients,  and  in  all  of  them,  so  far  as  we 
have  been  able  to  determine,  the  fistulse  have  healed  and  remained 
well. 

I  would  like  to  call  the  special  attention  of  this  Society  to  a 
paper  by  Dr.  Alexis  V.  Moschowitz,  New  York  City  (Nezv  York 
State  Journal  of  Medicine,  Vol.  XII.,  No.  11,  1912,  page  654),  "The 
Pathogenesis,  Anatomy  and  Cure  of  Prolapse  of  the  Rectum."     This 
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article  I  think  offers  the  most  satisfactory  explanation  of  the  etiology 
of  the  prolapse  of  the  rectum  and  the  most  rational  method  of  its 
cure. 

It  would  be  an  injustice  to  Dr.  ]\Ioscho\vitz  to  attempt  to  even 
give  a  synopsis  of  this  most  able  paper,  for  it  could  only  be  appre- 
ciated by  reading  it  iti  cxtcnso.  I  think  it  will  revolutionize  our 
former  conception  and  treatment  of  this  most  persistent  abnormality. 

There  have  been  several  reports  of  the  use  of  sacral  anesthesia, 
extra-dural.  The  first  was  a  report  by  W.  Stoeckel  (Zentralblatt  fiir 
Gynakologie,  No.  1,  1909).  He  followed  the  method  suggested  by 
Cathelin,  which  method  was  published  in  about  1903,  and  was  used 
in  cases  of  enuresis.  Stoeckel  used  injections  of  a  solution  of  novo- 
cain-suprarenin  in  obstetrical  cases. 

The  second  report  of  its  use  was  made  by  Dr.  2^Iaryan  Tobiaszek 
(Zentralb!att  fiir  Gynakologie^  33  Jahrgang,  1909).  He  also  used  it 
in  obstetrics. 

The  next  mention  was  made  by  Dr.  Jerome  'SI.  Lynch,  of  X'ew 
York  City  (Medical  Record,  1913.  February  8.  page  235),  "A  Pri- 
mary Report  of  Operations  under  Extra-dural  Anesthesia."  Dr. 
Lynch  was  the  first  to  use  this  method  in  rectal  surgery  so  far  as  we 
have  been  able  to  ascertain. 


A  METHOD  OF  OPERATLXG  ON   FISTULA  WITHOUT 
CUTTING   MUSCULAR  TISSUE. 

RoLLiN  H.  Barnes,  M.D., 

ST.    LOUIS,    MO. 

Ever  since  I  have  been  interested  in  proctologic  diseases,  I  have 
felt  that  many  of  the  methods  of  treatment  commonly  used  for  this 
class  of  diseases  have  been  too  mutilating,  and  that  much  unnecessary 
tissue  has  been  destroyed  in  order  that  a  cure  may  be  had.  I  had 
the  same  object  last  year  when  I  presented  the  clamp  for  hemorrhoids 
as  I  have  in  this  method  of  treating  fistula — the  conservation  of 
tissue. 

In  using  the  classical  methods  of  treating  fistula,  I  l)elieve.  no 
matter  how  skillful  or  how  careful  the  operator  may  be.  that  when  he 
cuts  the  sphincter  muscle,  even  at  right  angle  to  the  fibers,  it  is  only  a 
question  of  time  until  a  case  results  with  incontinence.     At  best  the 
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muscle  is  weakened  when  it  is  cut.  I  think  that  we  have  been  too 
ready  to  blame  the  operator,  rather  than  the  method,  when  we  see  a 
case  of  another  with  incontinence. 

Such  methods  as  the  Mackenzie  operation  and  excision  with  im- 
mediate suture  are  not  strictly  surgical  procedures  when  we  consider 
that  we  are  dealing  with  an  infected  condition.  Sutures  are  dringerous 
when  used  in  connection  with  infected  wounds.  When  sutures  are 
employed,  I  do  not  believe  it  is  true,  that,  should  infection  loosen  the 
sutures,  nothing  is  lost,  for  to  be  of  benefit  sutures  must  open  healthy 
tissue  to  infection. 


Fig.    1.      Showing   the    location    of   tht    skin    incision.      Anal    skin    margin    incision.      lixtern^l 
skin    incision.      Dotted    lines    represent    the    external    sphincter. 


We  too  often  lose  sight  of  the  cause  of  fistula,  not  considering 
the  fact  that  a  fistula  is  the  result  of  abscess — chronic  abscess.  We 
wonder  why  we  cannot  follow  fistulous  tracts  with  a  probe,  but  when 
we  remember  how  the  abscess  wall  contracts  after  it  becomes  chronic 
it  is  surprising  that  the  tract  is  not  more  tortuous.  Is  it  any  wonder 
that  the  probe  catches  in  the  wall,  and  if  not  making  a  new 
opening  from  the  tract,  increasing  the  inflamed  area?  Recently  I  had 
a  case  illustrating  this.  I  saw  a  patient  about  a  month  after  having 
had  the  abscess,  with  a  fistula.     The  outer  opening  was  just  over  the 
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edge  of  the  sphincter  muscle,  so  that  the  probe  readily  caught  the 
edge  of  the  muscle,  which  was  so  hard  and  thickened  as  a  result  of 
the  month's  probing  that  it  caused  some  hesitation  until  I  recognized 
the  cause  of  the  condition.  I  do  not  believe  that  probing  should  be 
encouraged  for  diagnosis.  Nor  do  I  think  the  injection  of  the  most 
fluid  solutions,  let  alone  those  of  greater  consistency,  are  of  much 
practical  benefit  in  diagnosis.  All  such  methods  for  diagnosis  have  a 
tendency  to  increase  the  area  of  the  fistula  and  are  not  necessary. 

I  desire  to  describe  a  method  which  I  have  used  during  the  past 
two  years  for  the  treatment  of  that  class  of  fistulae  which  involve  the 
sphincter  muscle,  and  the  treatment  of  which  generally  used  is  that 
of  cutting  the  sphincter  muscle. 


Fig.    2.     Diagrammatic    drawing    showing   the    gauze    in    place   between    the    internal    opening 

and   the   skin    margin.      The    external    tract    (dark    space)    which    is   treated 

as  an  acute  abscess. 


I  make  an  incision  parallel  with  and  external  to  the  sphincter 
muscle,  as  1  would  in  case  of  an  acute  abscess — "imking  the  incision 
as  long  or  a  little  longer  than  the  abscess  cavity."  This  incision  should 
be  made  just  through  the  skin.  By  l)lunt  dissection,  through  this 
incision,  I  remove  the  scar  tissue  to.  and  including,  the  internal  open- 
ing, being  careful  not  to  injure  the  normal   tissue  move  than  neces- 
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sary,  especially  the  muscular  tissue.  An  incision  is  then  made  at  the 
skin  margin  of  the  anal  canal,  so  that  the  middle  of  the  incision  passes 
through  the  imaginary  longitudinal  line  that  passes  through  the  in- 
ternal opening.  The  muco-cutaneous  layer  is  dissected  loose  so  that 
the  skin  incision  connects  with  the  internal  opening.  Gauze  drainage 
is  next  placed  in  this  new  submucous  tract  and  is  kept  there  until  the 
external  wound  has  sufficiently  healed.  When  the  external  wound 
is  healed  sufficiently  we  have  left  a  submucous  tract,  which  can  be  in- 
cised under  local  anesthesia.  The  external  wound  is  treated  the  same 
as  if  it  were  an  acute  abscess  cavity. 

From  this  description  it  is  seen  that  no  muscular  tissue  is  cut 
and  that  the  sphincters  will  have  all  the  power  of  function  that  they 
ever  possessed.  I  have  made  a  drawing  to  illustrate  an  ordinary  case 
which  can  readily  be  adapted  to  those  fistulae  which  involve  the 
sphincter  muscles. 

Case  I. — Mr.  C,  aged  54,  had  a  fistula  involving  both  ischio-rectal 
fossae  and  a  large  submucous  tract  extending  above  the  sphincters  on  the 
right  side.  Both  ankles  were  so  swollen  that  he  was  unable  to  walk.  For 
six  weeks  he  had  been  treated  for  rheumatism,  having  had  fever  and  an 
increased  pulse  rate.  I  made  an  incision  on  each  side  of  the  external 
sphincter  muscle,  parallel  with  its  fibers.  The  internal  opening  was  found 
in  the  posterior  commissure  between  the  sphincters.  An  incision  was  made 
on  each  side  at  the  skin  margin  of  the  anus.  The  one  on  the  right  side 
was  connected  with  the  submucous  tract  which  extended  above  the  sphinc- 
ters; the  one  on  the  left  side  was  connected  with  the  internal  opening. 
Gauze  drainage  was  placed  through  these  connections.  I  kept  the  drain- 
age in  position  until  the  external  wounds  had  healed.  Then  I  incised  the 
submucous  tracts  under  local  anesthesia,  .^t  the  end  of  a  year  and  a  half 
the  patient  is  well,  with  no  loss  of  muscular  function. 

Case  II. — Dr.  K.,  aged  35,  for  several  years  had  suffered  following  an 
acute  abscess.  On  examination  there  was  an  opening  externally  over  the 
sphincter  muscle  and  the  internal  opening  was  about  mid-way  between  the 
skin  margin  and  Hilton's  white  line.  On  palpation  no  induration  was 
noticed  in  the  ischio-rectal  fossa.  Apparently  the  fistula  was  below  the 
sphincter  muscle.  On  making  an  opening  the  tract  led  to  a  point  between 
the  sphincters,  and  passed  out  between  the  muscles,  and  on  the  lateral 
side  of  the  external  sphincter  was  a  cavity  the  size  of  a  hazel-nut.  With 
the  exception  of  the  one  active  external  opening  the  skin  looked  smooth 
and  perfect.  This  opening  did  not  connect  directly  with  the  cavity  ex- 
ternal to  the  sphincter,  but  passed  up  the  inner  side  of  the  muscle  between 
the  two  sphincter  muscles.  On  opening  the  cavity  through  the  skin  and 
using  a  curved  probe,  from  within  the  cavity  out,  I  was  able  to  detect 
four  additional  direct  tracts  which  opened  upon  the  skin  within  a  radius 
of  half  an  inch  from  the  visible  opening.  These  invisible  openings  had 
long  been  inactive  and  I  do  not  believe  would  have  shown  by  the  injecting 
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of  any  fluid  substance  into  the  tract.  This  case  also  illustrates,  at  least, 
one  of  the  reasons  why  fistulas  do  not  heal,  and  why  we  are  justified  in 
the  wide  external  incision  of  the  above  method,  that  all  involved  tissue 
maj'  be  dissected  away. 

DISCUSSION. 

Dr.  James  A.  MacMillan,  of  Detroit,  ]\Iichigan:  This  paper  presents 
to  us  an  entirely  new  feature  in  the  treatment  of  fistula.  I  had  pretty 
fairly  fixed  in  my  mind  the  necessity  of  opening  up  a  fistula,  opening  it  up 
thoroughly.  That  has  been  fixed  so  firmly  in  my  mind  within  the  last  few 
years,  because  reports  are  continuallj-  coming  in  of  new  methods  of  treat- 
ing fistula  in  w'hich  the  percentage  of  recurrences  is  still  very  high,  and  I, 
therefore,  consider  it  is  becoming  more  and  more  imperative  that  we  stick 
to  fundamental  principles  in  the  treatment  of  fistula,  and  the  fundamental 
principles  are  these:  that  the  fistula  be  opened  up;  that  the  diseased  tissue 
forming  the  walls  of  the  fistula  be  excised,  and  that  very,  very  efficientlj' 
and  thoroughly:  and  that  drainage  should  be  provided  for  the  diseased 
tissue  along  the  tract. 

This  method  unquestionably  obviates  the  possibility  of  incontinence. 
Here  the  question  arises,  do  we  get  very  manj^  cases  of  incontinence  fol- 
lowing operations?  I  refer  to  classic  operations  for  fistula.  The  combined 
results  of  all  our  work  in  fistula  should  be  valuable  in  determining  whether 
there  is  a  very  large  percentage  of  recurrences.  Xow,  personally,  I  do 
not  get  very  many  recurrences.  I  say  this  with  all  modesty,  because  my 
practice  does  not  warrant  me  in  making  anything  like  a  dogmatic  state- 
ment; but  I  rarely  get  a  case  of  incontinence  after  my  operation,  where  I 
cut  the  sphincter  at  right  angles.  I  am  very  careful  to  cut  the  sphincter 
along  the  lateral  portion  of  its  course,  and  not  either  posteriori}^  or  an- 
teriorly. If  you  cut  a  fistula  posteriorly,  the  muscular  tissue  that  draws 
the  anus  forward,  or  the  rectum  forward,  will  tend  to  separate  the  anal 
orifice  posteriorly;  but  if  you  cut  laterally  the  tendency  is  to  draw  the  cut 
edges  together.  However,  if  we  excise  the  whole  fistulous  tract  and  are 
careful  to  remove  all  the  tissue  that  is  around  the  internal  orifice,  and  if 
the  edges  of  the  mucous  membrane  are  sewed  together  so  that  they  will 
bulge  through  into  the  lumen  of  the  gut,  I  do  not  believe  we  will  have 
very  much  necessity  for  making  a  new  fistula.  I  saj'  this  with  great  re- 
spect, and  not  in  criticism,  because  I  tliink  th;  idea  is  a  very  capitivating 
one.  I  should  think  in  some  cases  it  might  be  very  valuable,  and  I  will 
state  that  I  will  be  very  much  pleased  to  try  it  on  my  cases. 

Dr.  Ralph  W.  Jackson,  of  Fall  River,  Massachusetts:  This  procedure 
may  be  feasible  in  a  few  selected  cases.  It  is  another  attempt  to  provide 
a  remedy  for  what  has  appealed  to  me  as  the  greatest  need  in  proctology 
to-day,  namely:  for  some  practical  operation,  which  will  do  away  with  the 
necessity  for  cutting  the  sphincters  in  fistula  work.  However,  it  seems  to 
me  that  Dr.  Barnes'  method  would  be  out  of  the  question  entirely  when  the 
internal  opening  is  large  or  is  above  the  internal  muscle.  In  view  of  my 
own  cases,  I  contemplate  incision  of  both  sphincters  with  considerably 
less  dread  now  than  formerly.     Continence  after  such  cutting  is  not  alone 
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maintained  bj-  the  sphincters,  but  depends  very  largely  upon  the  amount 
of  peri-anal  fat  and  other  tissues  which  support  the  sphincters.  Much 
more  stress  should  be  laid  on  the  development  of  these  structures  and 
improvement  in  general  muscular  tone.  The  fat,  well  .developed  individual 
with  closely  approximating  buttocks,  will  generally  have  much  better  con- 
trol after  complete  sphincteric  incision,  than  the  tlabby,  anemic  patient 
without  adipose  tissue  about  the  anus  or  elsewhere. 

Dr.  RoUin  H.  Barnes  (in  answer  to  question  of  Dr.  Frankenburger) : 
I  put  gauze  to  change  the  flow  of  drainage.  Sometimes  the  gauze  comes 
out  and  I  replace  it,  but  I  attempt  to  keep  it  in  place  until  the  external 
wound  heals. 

Dr,  Frankenburger:  My  idea  would  be  that  it  would  cause  consider- 
able pain  on  the  part  of  the  patient  if  it  ^h^uld  be  replaced.  I  should 
think  ruliber  tissue  would  be  better  than  gauze. 

Dr.  Barnes:     Gauze  stays  in  better. 

Dr.  Ralph  M.  Jackscn,  of  Fall  River,  Massachusetts:  That  is  just 
the  point.  If  the  internal  opening  is  large,  I  don't  see  how  he  is  .going  to 
prevent  fecal  matter  from  coming  into  the  wound.  It  is  bound  to  drain 
into  the  original  fistula. 

Dr.  Granville  S.  Hanes,  of  Louisville,  Kentucky:  I  believe  that  Dr. 
Barnes'  suggestion  would  be  a  very  good  one  in  a  few  selected  cases  of 
tistulse,  but  it  is  my  impression  that  when  any  one  suggests  an  operation 
that  will  obviate  even  the  chief  difficulties  for  all  kinds  of  fistula,  it  far 
surpasses  anything  we  have  known.  The  destruction  of  tissue  varies  so 
much  that  no  one  rule  could  be  laid  down.  For  instance,  a  few  years  ago, 
a  few  men  over  the  country  suggested  we  could  operate  on  fistula  by  in- 
cision and  suturing  the  wounds,  thereby  securing  primary  union.  We 
know  there  are  a  few  fistulae  that  we  can  operate  on  in  this  way.  Even  if 
there  is  an  internal  opening  we  can  begin  at  the  external  opening  and 
follow  the  sinus  to  its  internal  extremity  and  dissect  the  whole  tract  and 
suture  with  good  results.  However,  it  can  be  done  in  only  a  limited  num- 
ber of  cases.  In  the  majoritj-  of  instances  there  is  an  infection  of  so 
much  tissue  that  it  is  far  better  for  nature  to  repair  the  injured  tissues  by 
her  own  method  after  drainage  has  been  established. 

It  is  my  impression  that  we  have  all  been  more  or  less  deceived  as  to 
where  the  incontinence  originates.  It  is  not  from  the  external  or  internal 
sphincters,  but  it  is  from  the  levator  ani.  It  is  not  of  much  consequence 
if  you  divide  the  internal  or  external  sphincter,  but  the  division  of  the 
portion  of  the  levator  ani  muscle  that  immediately  surrounds  the  internal 
anal  opening  is  of  very  great  importance.  I  have  often  inverted  patients, 
thereby  relieving  the  perineal  floor  of  all  its  weight  when  in  the  normal 
position,  and  anesthetized  the  superficial  anal  structures  with  20  per  cent, 
cocaine  applied  locally;  in  every  instance  the  external  and  internal  sphinc- 
ters gave  way  long  before  the  levator  ani.  The  introduction  of  the  finger 
into  the  sensitive  anal  canal  will  convince  one  where  the  chief  control  of 
that  aperture  is  to  be  found. 

Dr.  Barnes  is  to  be  congratulated  for  presenting  a  new  operation  if  it 
can  be  applied  with  very  great  advantage  in  only  a  few  selected  cases.        , 
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Dr.  Louis  J.  Hirschman,  of  Detroit.  Michigan:  Gentlemen,  I  did  not 
intend  to  take  part  in  this  discussion,  but  there  are  one  or  two  things  I 
want  to  speak  of. 

I  agree  with  Dr.  Hanes  that  the  levator  ani  muscle  plaj's  quite  an  im- 
portant role  in  the  question  of  continence,  but  there  is  a  class  of  cases 
where  you  have  a  true  sphincterial  incontinence. 

It  is  not  so  much  the  incision  one  makes  as  it  is  the  kind  of  after-care 
the  patient  gets,  which  causes  trouble.  The  whole  idea  of  packing  and 
stuffing,  and  stuffing  and  packing,  and  keeping  the  sphincter  edges  apart 
so  that  they  cannot  heal  if  they  are  ready  to,  is  what  is  responsible  for 
more  bad  results  than  anything  else. 

Dr.  Pennington  some  years  ago  read  a  paper  before  this  Association, 
or  perhaps  elsewhere,  upon  the  use  of  the  seton  in  connection  with  fistula 
for  the  preservation  of  the  normal  contour  of  the  anus.  In  cases  with  an 
internal  opening  well  above  the  levator  ani,  he  dissects  out  all  of  the 
diseased  tissue,  taking  in  all  of  the  little  side  tracts  which  go  off  into  the 
surrounding  perianal  tissue  from  the  main  channel.  He  cuts  down  to  the 
sphincter  muscles  and  dissects  out  the  main  fistulous  tract  together  with 
all  of  the  surrounding  infected  tissue.  Everything  has  been  cut  but  the 
sphincter  and  you  then  have  a  large  cavity  extending  from  the  outside 
into  the  bowel.  A  seton  is  then  loosely  tied  around  the  muscles,  which 
are  not  cut.  The  largest  size  of  braided  silk  is  used.  The  wound  is 
treated  by  the  ordinary  methods,  with  drainage  but  no  packing.  Feces 
are  allowed  to  come  away  if  they  will,  using  gentle  irrigation  to  keep  the 
parts  clean.  The  wound  contracts  down  until  you  have  a  small  fistula, 
post-sphincterial,  while  the  seton  all  the  while  keeps  cicatrisation  directed 
down  toward  the  fistula.  A  solid  wall  of  tissue  acts  as  a  splint  around  the 
walls  of  the  fistula;  so  then,  when  the  seton  comes  out,  you  have  the 
sphincter  edges  glued  together  as  if  in  a  splint,  so  that  they  heal  together 
with  a  resulting  perfect  contour. 

Now,  personally,  I  don't  fear  cutting  the  sphincters.  If  the  sphincter 
needs  to  be  cut.  it  is  cut.  But  we  very,  very  carefully  watch  the  granula- 
tions afterwards  and  we  see  that  we  use  a  minimum  amount  of  gauze 
with  a  maximum  amount  of  cleanliness  and  non-interference. 

Dr.  Rollin  H.  Barnes,  of  St.  Louis,  IMissouri:  Mr.  President,  the  first 
thing  I  was  going  to  say  in  reply  was  that,  which  was  further  spoken  of, 
relative  to  using  sutures.  I  know  of  no  method  by  which  we  can  sterilize 
an  infected  wound,  especially  in  this  region  where  there  is  constant  con- 
tamination from  the  bowel. 

Occasionally,  "excision  with  immediate  suture"  will  heal  by  first  in- 
tention, but  it  is  only  a  question  of  time  until  you  get  infection.  Now, 
those  who  have  advocated  excision  with  immediate  suture,  have  told  us 
that  it  makes  no  difference  if  the  wound  does  not  heal  by  first  intention, 
"you  have  lost  nothing";  but  I  maintain  that  when  you  put  sutures  in.  to 
be  of  benefit  in  any  wound  they  must  go  into  healthy  tissue,  and  when 
infection  occurs  it  means  a  larger  area  involved.  I  have  made  an  effort, 
for  a  number  of  years  in  my  proctologic  operations,  not  to  use  sutures  in 
this   region   unless  it   becomes   absolutely   necessary.     That   is   what    I   am 
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trying  to  get  away  from  in  this  method.  I  prefer  the  gauze  to  rubber 
because  it  will  remain  in  .place  better.  I  aim  to  disturb  the  gauze  as  little 
as  possible.  If  it  comes  out,  replace  it  until  the  external  wound  has  suf- 
ficiently healed.  I  know,  as  has  been  mentioned,  that  often  incontinence 
is  due  to  scar  tissue;  but  I  am  certain  that  it  is  also  due  to  destruction,  or 
a  non-union,  of  the  sphincter  muscle.  I  remember  a  case  where  two 
physicians  had  opened  a  fistula,  cutting  the  external  sphincter  muscle,  and 
the  sphincter  on  one  side  completely  sloughed.  The  wound  had  been 
packed  and  packed;  the  levator  ani  muscle  was  in  good  shape,  the  internal 
muscle  was  intact,  but  there  was  incontinence. 

Dissection  of  the  internal  opening  was  spoken  of.  I  believe  in  dis- 
secting out  scar  tissue,  and  that  it  matters  little  if  you  make  the  internal 
opening  larger.  It  may  require  a  large  piece  of  gauze.  I  have  not  had 
since  I  have  used  this  method  a  case  with  an  internal  opening  above  the 
sphincters.  I  think  they  are  very  uncommon.  I  can  see  no  reason  why 
you  cannot  use  gauze  high  up,  just  as  I  did,  with  a  large  submucous  tract 
that  extended  above  the  sphincters,  and  still  get  the  direction  of  flow  away 
from  the  fistulous  tract.  You  have  to  vary  your  technic  according  to  the 
conditions  of  your  case.  The  main  object  of  this  method  is  to  get  away 
from  the  use  of  sutures  in  an  infected  wound.  Fistula  may,  where  there 
is  great  resistance  in  your  patient,  heal  up;  but  if  you  do  get  infection 
where  you  use  sutures,  they  must  assuredly  bring  about  more  damage, 
because  to  be  of  benefit  they  must  be  in  healthy  tissue  and  thus  extend 
your  infected  area. 


REPORT  OF  A  CASE,  OF  FECAL  TUMOR  ASSOCIATED 
WITH  HIRSCHSPRUNG'S  DISEASE. 

Bv  Alois  B.  Gr.\h.\m,  A.M.,  M.D.. 

Clinical    Professor    of    Gastro-Intestinal    Surgery,     Indiana     University 
School  of  Medicine, 

INDIANAPOLIS,    INDIANA. 

Hirschsprung  of  Copenhagen,  in  a  paper  read  at  the  Berhn 
Congress  for  Children's  Diseases  in  1886,  was  the  first  to  bring  the 
condition  commonly  known  in  America  and  England  as  Congenital 
Idiopathic  Dilatation  of  the  Colon,  and  on  the  Continent  as  Hirsch- 
sprung's Disease,  to  the  general  attention  of  the  profession ;  and  to 
him  we  are  indebted  for  having  laid  the  foundations  of  our  present 
knowledge  of  this  relatively  rare  but  most  important  pathologic  in- 
volvement of  the  large  intestine.  The  earliest  reported  cases  to  be 
found   in   the   literature  are  those  of   Parry  in    1823,   and   Billard   in 
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1829.  In  1897.  Hale  White  could  only  find  records  of  twelve  cases, 
and  to  this  number  twelve  more  were  added  by  Crozier  Grifiith  in 
1899,  making  a  total  of  twenty-four  collected  cases  to  this  date. 
Finney,  in  1908,  published  what  is  probably  the  most  complete  resume 
of  the  subject,  his  views  being  based  upon  206  collected  papers  which 
had  been  published  on  Hirschsprung's  disease  up  to  January  1st,  1908. 

In  recent  years  the  literature  has  rapidly  increased,  and  yet,  not- 
withstanding this  fact,  we  are  still  in  the  dark  as  to  the  real  causative 
factor  of  this  disease.  The  advancement  of  no  less  than  nine  differ- 
ent theories  as  to  its  etiology  is  sufficient  proof  as  to  the  uncertainty 
of  our  knowledge  of  Hirschsprung's  disease.  Earle  says:  "There  is 
abundant  evidence  that  in  the  majority  of  cases  the  disease  has  its 
origin  in  utero,  also  that  the  aft'ection  is  essentially  a  dilatation  and 
hypertrophy  and  has  in  nearly  all  cases  to  do  with  the  colon,  espe- 
cially the  sigmoid  flexure,  and  is  without  demonstrable  cause,  a  fact 
proven  by  the  clinical  and  pathological  findings  in  almost  every  case." 

It  is  not  the  purpose  of  the  writer  to  discuss  the  etiolog)^,  symp- 
tomatology, diagnosis,  and  treatment  of  Hirschsprung's  disease,  but 
to  report  a  case  of  this  disease,  the  clinical  history  of  which  is  unique 
and  exceedingly  interesting.  The  patient  was  a  young  French 
woman  who  spoke  but  little  English,  and  the  greater  portion  of  the 
following  clinical  history  was  developed  with  some  difficuhy  through 
the  aid  of  an  interpreter : 

Miss  F.,  aged  27,  a  saleslady  in  France,  a  governess  in  America,  was 
seen  in  consultation  with  Dr.  O.  N.  Torian,  August  9th,  1912.  She  informed 
us  that  she  had  undergone  three  abdominal  operations  for  Hirschsprung's 
disease  or  megacolon. 

Family  History. — Father,  a  "heavy  drinker",  died  at  58;  cause  un- 
known. ]\Iother  died  at  53,  the  result  of  an  intestinal  tumor.  Patient  was 
one  of  19  children;  10  living,  9  dead.  Eight  died  between  five  and  si.x 
years  of  age.  A  sister  died  at  23,  the  result  of  an  abdominal  tumor.  Xo 
historj'  of  tuljerculosis,  lues,  or  cancer. 

Previous  History. — Patient  stated  that  the  present  illness  dates  from 
birth.  She  gave  a  history  of  having  suffered  from  obstinate  constipation 
and  occasional  attacks  of  vomiting  which  began  a  few  days  following  her 
birth,  and  which  have  been  persistent,  except  for  short  intervals,  up  to  the 
present  time.  It  was  not  unusual  for  her  to  go  a  week  or  ten  days  without 
having  a  stool,  and  then  evacuation  could  only  be  procured  by  means  of 
enemata.  She  stated  that  her  abdomen  had  been  somewhat  enlarged  so 
long  as  she  could  remember.  At  the  age  of  12,  while  living  in  Switzerland, 
she  had  become  gradually  more  constipated  and  her  abdomen  became 
somewhat  distended.  She  vomited  occasionally.  The  physician  consulted 
at   this  time  diagnosed  her  condition  as  one   of  pregnancy,  on  account  of 
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the  vomiting  and  appearance  of  her  abdomen,  and  informed  her  mother 
that  she  would  be  well  in  three  months.  Temporary  relief  was  secured  by 
the  frequent  employment  of  various  purgatives  and  enemata. 

During  the  next  seven  years  she  took  large  doses  of  purgatives,  but  her 
bowels  were  rarely  opened  unless  an  enema  was  administered.  At  the 
age  of  19  the  patient,  at  this  time  living  in  France,  suffered  an  attack  of 
complete  intestinal  obstruction  due  evidently  to  a  fecal  tumor.  The 
abdomen  became  enormously  distended  and  tense  and  was  exceedingly 
painful  to  percussion  and  palpation.  Vomiting  was  almost  a  constant 
symptom,  and  the  patient  had  attacks  of  palpitation,  dyspnea,  cyanosis, 
and  syncope.  She  was  taken  to  the  hospital  and  operated  for  what  she 
said  the  surgeon  had  called  Hirschsprung's  disease  or  megacolon.  A  very 
large  fecal  tumor  was  removed  and  the  wound  was  closed  without  drain- 
age. No  resection  of  the  colon  or  short-circuiting  operation  was  per- 
formed. Suppuration  or  a  fecal  fistula  evidently  followed  this  operation 
as  the  patient  stated  that  she  was  in  the  hospital  for  six  months  before 
the  wound  was  completely  healed.  She  was  then  unable  to  walk  and  a 
second  operation  was  performed  for  post-operative  adhesions.  She  was 
confined  in  the  hospital  three  months  longer,  making  a  total  of  nine 
months  continuous  confinement.  When  she  was  discharged  from  the  hos- 
pital she  stated  that  she  looked  and  felt  much  better,  though  she  was  still 
cjuite  unable  to  secure  a  stool  without  the  use  of  purgatives  and  the  aid 
of  an  enema. 

It  was  but  a  few  months  until  all  the  symptoms,  previously  described, 
returned,  and  continued  until  the  age  of  25,  when  she  suffered  what  was 
evidently  a  second  attack  of  complete  intestinal  obstruction.  Patient  at 
this  time  was  living  in  Geneva,  Switzerland.  She  was  removed  to  the  hos- 
pital and  operated.  She  stated  that  another  large  fecal  tumor  was  re- 
moved and  that  the  bowel  was  plicated  in  closing.  No  drainage  was 
employed,  and  the  abdominal  wound  healed  perfectly  in  a  very  few  days. 
She  remained  a  patient  in  the  hospital  for  three  months,  but  stated  that 
she  was  kept  there  purely  for  clinical  purposes.  She  was  discharged  from 
the  hospital  in  good  health,  and  believed  that  she  had  been  cured. 

For  a  year  she  was  able  to  procure  a  daily  stool  with  the  aid  of  pur- 
gatives and  felt  quite  comfortable.  During  this  time  she  held  a  position 
as  saleslady  in  a  department  store.  In  the  summer  of  1912,  she  came  to 
America  with  an  Indianapolis  family  in  the  capacity  of  a  governess.  She 
had  been  in  this  country  but  a  few  weeks,  when  purgatives  began  to  lose 
their  effect  and  enemata  frequently  repeated  were  necessary  for  procuring 
an  evacuation.  These  symptoms  continued  until  one  week  previous  to  the 
time  that  the  writer  saw  her,  when  the  enemata  began  to  have  little  or  no 
effect.  She  again  presented  all  the  symptoms  of  intestinal  obstruction 
when  Dr.  Torian  was  called,  and  he  had  her  removed  to  the  hospital  at 
once. 

Present  Illness. — When  the  writer  saw  the  patient,  she  had  been  abso- 
lutely constipated  for  seven  days.  Inspection  of  the  abdomen  revealed 
that  a  median  and  Pfannensteil  incision  had  been  employed  in  the  opera- 
tions previously  mentioned.     The   abdomen  was   somewhat   enlarged,   soft. 
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and  free  from  marked  tenderness  on  percussion  and  palpation.  Xo  en- 
larged or  distended  loops  of  intestine  could  be  observed.  On  percussion 
the  abdomen  was  everywhere  tympanitic  except  in  the  lower  right  quad- 
rant, where  there  was  a  dull  area  corresponding  to  a  large  tumor  which 
could  be  readily  palpated.  This  tumor,  which  was  believed  to  be  a  fecal 
mass,  was  exceedingly  hard,  somewhat  tender  to  deep  palpation  and  it  did 
not  pit  on  pressure.  It  could  be  easily  moved  in  every  direction  through- 
out the  abdomen.  Vomiting  was  persistent,  pulse  120,  temp.  101  F.  At- 
tacks of  violent  colicky,  pains  were  frquent.  The  sphincters  and  rectum 
were  normal  and  the  rectum  was  empty.  Xo  sigmoidoscopic  or  X-ray 
examination  was  made.  The  previous  history  so  clearly  given  by  the 
patient,  and  our  own  clinical  findings,  led  us  to  diagnose  the  condition  as 
one  of  fecal  tumor  in  the  sigmoid  associated  with  Hirschsprung's  disease. 

The  patient  refused  to  give  her  consent  to  surgical  interference. 
Enemata  of  all  kinds  were  then  employed,  but  they  failed  to  procure  any 
feces  or  even  gas.  The  writer  having  secured  most  gratifj^ing  results 
with  the  use  of  hydrogen  peroxide  in  the  removal  of  fecal  impactions  in 
the  rectum,  decided  to  give  it  a  trial  in  this  case.  The  patient  was  placed 
in  a  knee-chest  position,  and  six  ounces  of  a  50  per  cent,  solution  was 
introduced  through  a  tube  into  the  rectum.  The  patient  immediately 
began  to  complain  of  excruciating  colicky  .pains  over  the  entire  abdomen. 
The  abdomen  became  enormously  distended  and  tense,  and  marked 
dyspnea,  cyanosis,  and  palpation  ensued,  due  no  doubt  to  the  great 
pressure  on  the  diaphragm.  She  then  began  to  evacuate  large  quantities 
of  gas.  This  passage  of  flatus  was  practically  continuous  for  several 
minutes,  and  it  gave  her  some  relief.  A  normal  salt  enema  was  then  given. 
This  solution,  only  slightly  changed  in  color,  together  with  much  gas, 
was  evacuated  verj'  quickly.  The  hydrogen  peroxide  solution  apparently 
had  but  little  if  any  effect  on  the  fecal  tumor.  Owing  to  the  somewhat 
alarming  symptoms  which  its  employment  had  produced,  the  writer  did 
not  deem  it  advisable  to  experiment  any  further  along  this  line.  We 
employed  all  the  reliable  medicinal  therapeutic  agents  in  an  eflfort  to  re- 
lieve our  patient  and  met  with  failure.  We  informed  her  that  surgery  in 
her  case  was  imperative  and  that  it  was  the  only  method  by  which  we 
could  relieve  her  of  her  suffering.  She  gave  her  consent  only  with  a 
promise  exacted  from  the  writer  that  he  would  not  attempt  a  radical  opera- 
tion, but  remove  the  fecal  tumor  as  had  been  done  in  the  previous  opera- 
tions. She  assured  me  that  as  soon  as  she  had  regained  her  health  and 
strength  she  would  have  me  perform  a  radical  operation.  Her  condition 
being  somewhat  critical,  the  writer  had  no  desire  to  attempt  any  radical 
surgical  procedure  at  this  time. 

Gas-ether  anesthesia  was  employed.  A  large  median  incision  was 
made.  The  fecal  tumor  was  found  to  be  in  the  sigmoid.  The  tumor  was 
exceedingly  hard,  and  did  not  pit  on  pressure.  No  obvious  obstruction 
other  than  that  produced  by  the  fecal  tumor  could  be  ascertained.  The 
enlargement  or  dilatation  was  confined  to  the  sigmoid.  The  dilatation 
was  very  marked,  the  greatest  circumference,  twenty  inches,  being  at  the 
site  of  the  fecal  tumor.     The  muscular  coat  of  the  pelvic  colon  was  greatly 
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hypertrophiecl  and  the  vessels  were  much  enlarged.  The  peritoneum 
and  meso-sigmoid  were  greatly  thickened.  The  meso-sigmoid  contained 
unusually  large  blood  vessels  and  lymphatic  glands,  and  its  unusual 
length  enabled  the  intestine  to  be  readily  and  easily  brought  out  of  the 
abdominal  wound  so  that  it  could  be  securely  "walled  off"  quite  a  dis- 
tance from  the  abdominal  incision.  No  adhesions  were  found  and  the 
small  intestine  was  normal.  Except  for  the  abdominal  incision,  no  evi- 
dence of  an}^  intra-abdominal  surgery  having  been  previously  performed 
could  be  ascertained. 

An  eight  inch  longitudinal  incision  was  made  over  the  most  prominent 
portion  of  the  fecal  tumor  and  the  tumor  was  removed.  TTie  intestinal 
wound  was  closed  by  means  of  a  continuous  Connell  suture,  and  this  was 
reinforced  by  a  continuous  Lembert  suture.  The  sigmoid  was  replaced  in 
the  abdomen,  and  the  abdominal  wound  was  closed  in  the  usual  manner. 

The  fecal  tumor,  which  was  removed,  was  of  "stony"  hardness  in 
character.  Its  greatest  circumference  was  19f4  inches.  Its  weight  64 
ounces. 

She  made  an  uneventful  operative  recovery  and  was  discharged  from 
the  hospital  on  the  tenth  day.  Two  days  following  the  operation  we 
began  giving  small  doses  of  Fl.  Ext.  Cascara  Sagrada,  and  were  success- 
ful in  securing  daily  evacuations  which  appeared  to  he  normal  in  every 
respect.  Our  patient  appreciated  the  fact  that  her  symptomatic  cure  was 
only  temporary,  and  she  promised  faithfully  that  she  would  have  a  radical 
operation  performed  in  January,  1913.  She  stated  that  she  did  not  wish  to 
undergo  a  repetition  of  her  previous  experiences.  She  secured  employment 
as  a  saleslad}',  and  reported  in  person  to  the  writer  about  every  three 
weeks.  She  gained  in  weight,  appeared  to  be  in  the  best  of  health,  and 
informed  me  that  she  was  experiencing  no  difficulty  in  procuring  evacua- 
tions with  the  aid  of  the  small  doses  of  cascara  sagrada.  December  15th, 
1912,  was  the  date  of  the  last  visit  to  my  office.  At  this  time  she  was 
doing  nicel}'.  I  made  inquiries  concerning  her  and  was  informed  that  she 
had  returned  to  France. 

April  25th,  1913,  I  was  informed  that  the  patient  having  lost  her 
position  in  Indianapolis  had  gone  to  Chicago,  111.  She  was  taken  ill  and 
removed  to  the  hospital.  She  was  operated  April  19th,  1913,  and  died 
three    davs   later. 
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A  FURTHER  CONSIDERATION  OF  SIR  CHARLES  BALL'S 
OPERATION  FOR  INTERNAL  HEMORRHOIDS. 

By  Alfred  J.  Zobel,  M.D., 

Chief    of    Department    of    Rectal    Surgery,    San    Francisco    Polyclinic    and 

Post-Graduate  School, 
SAN   FRANCISCO,   CALIFORNIA. 

At  the  meeting  of  the  American  Proctologic  Society,  at  Atlantic 
City,  in  1909,  there  was  presented  a  report  of  a  small  series  of  cases 
of  internal  hemorrhoids  which  had  been  operated  upon  according  to 
the  technic  advocated  by  Sir  Charles  Ball,  of  Dublin,  Ireland.  The 
author  of  this  report,  after  a  trial  of  Ball's  operation,  was  inclined 
to  express  a  rather  unfavorable  opinion  concerning  its  superior  merits, 
if  any,  over  other  methods,  and  summarized  his  reasons  therefor,  as 
follows : 

(1)  "The  post-operative  pain  is  greater  than  after  the  usual  liga- 
ture or  the  clamp  and  cautery  method." 

(2)  "The  duration  of  the  healing  period  is  not  shortened  because 
of  the  sloughing  of  the  ligature  from  either  the  skin-ring  or  the 
pedicle  before  union  takes  place,  leaving  the  wounds  to  heal  by 
granulation." 

(3)  "There  is  a  necessity  for  unusual  watchfulness  that  all  liga- 
tures may  be  removed  as  they  slough." 

(4)  "Failing  to  secure  primary  union,  skin  tabs  frequently  re- 
main for  subsequent  removal.'' 

(5)  "No  time  is  saved  by  this  modification  of  the  ligature  opera- 
tion." 

(6)  "There  is  danger  of  secondary  hemorrhages  from  an  early 
tearing  off  of  the  pedicle  by  traction." 

In  the  discussion  which  followed,  the  operation  was  practically 
condemned,  and  its  use  advised  against. 

After  such  a  sweeping  condemnation  it  was  but  natural  that  there 
should  be  some  hesitation  in  trying  the  operation,  as  it  was,  after  all, 
only  a  modification  of  the  ligature  operation,  and  did  not  apparently 
possess  any  particular  advantage  over  that  old  time-tried  procedure. 

Recently,  for  reasons  which  will  be  evident  from  what  follows,  I 
have  employed  Ball's  technic,  and  my  own  results  have  been  so  satis- 
factory, and  so  entirely  at  variance  with  those  reported  at  the  former 
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meeting  of  this  Society,  that  I  desire  to  place  before  you  for  your 
consideration  my  conclusions  concerning  the  advantages  possessed  by 
this  method  of  operating  on  internal  hemorrhoids  over  the  old  liga- 
ture and  the  clamp-and-cautery  operations.  This  is  done  with  the 
hope  that  it  will  bring  out  a  discussion,  more  favorable  than  the  last, 
on  the  method  of  operating  which  is  advocated  by  our  esteemed 
Honorary  Fellow,  Sir  Charles  Ball. 

As  Ball  notes  in  his  description  of  his  operation,  prolapsed  inter- 
nal hemorrhoids  are  surrounded  by  a  ring  formed  by  a  revolution  of 
the  lower  zone  of  the  anal  canal.  Between  this  ring  and  the  piles 
proper  there  is  an  irregular  sulcus,  which  corresponds  to  the  muco- 
cutaneous junction.  Most  operators,  in  the  ligature  and  the  clamp- 
and-cautery  operations,  make  their  primary  incision  at  this  muco- 
cutaneous line  along  the  base  of  the  pile,  preliminary  to  dissecting 
it  up  from  the  tissues  upon  which  it  rests.  When  the  operation  is 
completed  this  revolution  of  the  lower  anal  canal  (which  by  many  is 
considered,  incorrectly,  to  be  a  ring  of  external  hemorrhoids),  is 
apparently  reduced.  But  upon  seeing  the  patient  the  next  day  one  is 
chagrined  to  find  that  below  the  line  of  the  incision  this  ring  is  so 
edematous  that  it  appears  as  if  no  operation  had  been  done  at  all,  and, 
in  some  instances,  the  external  parts  even  look  worse  than  they  did 
prior  to  operation.  Within  a  few  days  the  greater  part  of  the  swell- 
ing gradually  disappears,  but  very  often  cutaneous  tags  remain  be- 
hind to  give  annoyance  to  the  surgeon  as  well  as  to  the  patient.  These 
tags  may  require  removal  under  a  local  anesthetic  later  on. 

That  this  swelling  of  the  external  ring  is  a  common  sequel  follow- 
ing operation  I  am  sure  of,  after  following  the  work  of  some  of  the 
best  operators  both  in  this  country  and  abroad. 

On  the  other  hand,  if  the  incision  is  made  at  the  outer  edge  of 
the  cutaneous  ring  an  anal  stricture  is  apt  to  result  from  the  removal 
of  so  much  tissue.  The  ])roblem  therefore  was  how  to  prevent  the 
edema  which  is  such  a  source  of  annoyance.  Ball's  description  of 
his  method  seemed  to  offer  the  best  solution,  for  it  appeared  that  his 
modification  of  the  old  ligature  operation  was  devised  solely  for  the 
purpose  of  obviating  the  very  complication  we  wished  to  avoid. 

In  order  to  prevent  a  recurrence  of  the  revolution  of  the  anal 
canal,  and  at  the  same  time  avoid  either  a  possible  stricture,  or  an 
eversion  of  mucous  membrane  after  healing  has  taken  place.  Ball 
commences  his  dissection  at  a  point  between  the  pectinate  line  and 
the  outer  edge  of  the  cutaneous  ring.    To  quote  his  own  words,  "The 
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best  results  are  obtained  by  making  a  curved  incision  corresponding 
to  the  base  of  the  pile  being  dealt  with,  taking  care  that  the  greatest 
convexity  of  the  curve  does  not  involve  more  than  one-third  of  the 
cutaneous  ring,  while  the  ends  of  the  curved  incision  terminate  in  the 
mucous  membrane  at  each  side  of  the  pile."  The  pile  is  then  dis- 
sected up  until  it  remains  attached  by  only  healthy  mucous  membrane 
and  the  vessels  which  make  up  the  pile.  At  this  point  the  pedicle  is 
crushed  by  means  of  a  powerful  clamp.  Then  a  strong  linen  or  silk 
ligature,  threaded  on  a  curved  needle,  is  passed  firstly  through  the 
subcutaneous  tissue  of  the  convoluted  ring,  at  a  point  corresponding 
to  the  greatest  convexity  of  the  incision ;  secondly,  it  is  passed  through 
the  crushed  area  in  the  pedicle;  and  finally,  it  is  tied  about  one-half 
of  the  pedicle  and  then  around  the  other  half,  including  therein  the 
half  already  tied.  This  secures  against  hemorrhage ;  w'hile  at  the 
same  time  the  revoluted  skin  of  the  anal  canal  is  drawn  up  into  place, 
and  is  held  there  until  union  is  firm  between  it  and  the  underlying 
denuded  tissues.  The  pile  is  then  cut  away  above  the  ligature  and 
the  dressing  applied. 

In  every  instance  in  which  the  essentials  of  this  technic  have  been 
followed  out  carefully  the  results  have  been  exceedingly  satisfactory, 
and  as  they  differ  from  those  previously  reported  to  this  Society  my 
conclusions  will  be  taken  up  seriatim,  following  those  of  the  author 
of  the  former  paper. 

( 1 )  That,  "the  post-operative  pain  is  greater  than  after  the  usual 
ligature  or  the  clamp  and  cautery  method." 

In  my  experience  there  was  no  pain  to  speak  of.  at  least  none 
sufificient  to  require  an  opium  derivative  for  relief.  Following  the 
suggestion  of  Gant,  fine  strong  linen  thread  was  employed  as  a  liga- 
ture instead  of  heavy  silk.  This  goes  far  towards  preventing  post- 
operative pain.  Another  thing,  we  were  particular  that  the  sphincters 
were  very  gently  dilated  at  the  operation,  and  then  only  to  such  a  de- 
gree as  was  just  sufificient  to  allow  of  the  pile  being  securely  grasped 
and  brought  down  far  enough  for  the  proper  performance  of  the 
operation. 

(2)  That,  "the  duration  of  the  healing  period  is  not  shortened 
because  of  the  sloughing  of  the  ligature  from  either  the  skin  ring  or 
pedicle  before  union  takes  place,  leaving  the  wounds  to  heal  by  granu- 
lation." 

It  is  true  that  the  duration  of  the  healing  period  may  not  be 
shortened,  but  as  this  operation  was  devised  not  with  the  idea  of 
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doing  this,  but  rather  as  a  method  for  avoiding  the  recurrence  of  the 
revoluted  skin  ring  at  the  lower  anal  canal,  to  my  way  of  thinking  it 
should  not  really  be  considered  as  a  point  well  taken  against  the 
operation.  As  a  matter  of  fact  I  think  that  in  my  cases  the  healing 
period  was  considerably  shorter  than  after  the  other  operations. 

In  regards  to  the  ligatures  sloughing  away  from  either  the  skin 
ring  or  the  pedicle  before  union  takes  place,  leaving  the  wounds  to 
heal  by  granulation,  perhaps  there  might  exist  some  misunderstanding 
here  as  to  just  what  Ball  means  when  he  states  that  the  ligature  first 
introduced  subcutaneously  and  then  through  the  pedicle  serves  to 
maintain  the  revoluted  skin  in  position  until  union  has  taken  place. 
He  undoubtedly  means  to  convey  that  by  drawing  the  revoluted  skin 
ring  up  to  the  ligatured  pedicle  it  will  cover  thereby  quite  an  area  of 
that  denuded  surface  from  oft'  of  which  the  pile  was  dissected,  and 
union  will  take  place  then  between  this  underlying  raw  surface  and 
that  of  the  updrawn  flap.  I  do  not  think  that  it  is  meant  that  union 
will  take  place  between  the  pedicle  and  the  tlap  of  ring  tissue. 

That  ]X)rtion  of  the  pedicle,  which  has  been  crushed  and  ligated, 
sloughs  oft',  and  certainly  leaves  a  raw  granulating  surface,  but  it 
seems  to  me  that  the  total  granulating  area  is  far  less  than  that  which 
remains  after  either  the  ordinary  ligature  or  the  clamp  and  cautery 
operations. 

(3)  That,  "there  is  a  necessity  for  unusual  watchfulness  that  all 
ligatures  may  be  removed  as  they  slough." 

Personally  I  can  see  no  reason  for  any  undue  anxiety  about  the 
ligatures.  In  my  operations  the  needle  was  introduced  into  the  sub- 
cutaneous tissues  of  the  revoluted  skin  ring  as  close  as  possible  to  the 
cut  edge,  yet  taking  a  bite  that  would  give  a  hold  sufficient  to  permit 
of  enough  traction  being  used  to  bring  the  flap  gently  into  place. 
This  suture  sloughs  out  within  a  few  days  and  then  remains  in  the 
rectum  as  a  loose  attachment  to  the  main  ligature  about  the  pedicle. 
By  this  time  fairly  firm  union  has  taken  place  between  the  flap  and 
the  underlying  tissues. 

The  ligature  around  the  pedicle  sloughs  oft'  in  the  usual  time,  as 
after  any  ordinary  ligature  operation,  and  generally  comes  away  with 
a  bowel  movement. 

(4)  That,  "failing  to  secure  primary  union  skin  tabs  frequently 
remain  for  subsequent  removal." 

If  Ball's  technic  is  followed  out  in  detail,  union  of  the  revoluted 
skin  to  the  denuded  surface  from  off  of  which  the  pile  was  dissected 
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will  be  the  rule,  and  the  formation  of  skin  tabs  will  be  the  exception. 
At  any  rate  such  has  been  my  experience.  However,  even  if  primary 
union  should  not  take  place  the  parts  will  be  left  only  just  as  they 
would  have  been  after  the  ordinary  ligature  operation.  Ball's  modi- 
fication of  the  ligature  operation  is  to  take  care  of  that  edematous 
ring  of  peri-anal  tissue,  which,  after  the  swelling  subsides,  gives  rise 
to  cutaneous  tabs. 

( 5 )  That,  "no  time  is  saved  by  this  modification  of  the  liga- 
ture operation." 

This  is  a  statement  concerning  which  there  will  be  no  argument 
as  I  am  fully  in  accordance  with  it.  On  the  contrary,  in  my  experi- 
ence it  takes  a  trifle  longer  time  when  the  technic  is  carefully  followed 
out.  But  I  feel  assured  that  the  results  certainly  justify  the  little 
extra  time  expended. 

(6)  That,  "there  is  danger  of  secondary  hemorrhage  from  an 
early  tearing  oflf  of  the  pedicle  by  traction." 

Here  I  diverge  from  Ball's  technic  and  do  not  crush  the  base  of 
the  hemorrhoid  so  heavily  as  he  does.  The  tissues  making  up  the 
pedicle  are  not  then  so  thinned  out  and  so  entirely  devitalized.  So 
when  the  ligature  is  introduced  through  the  middle  of  these  only  par- 
tially crushed  tissues,  and  tightly  tied  about  them,  a  good  hold  is 
secured  which  does  not  tear  out  readily.  This  goes  far  toward  pre- 
venting the  possibility  of  secondary  hemorrhage,  and  especially  so  if 
the  bowels  are  not  allowed  to  move  before  the  fourth  day.  Another 
point  is  that  the  ends  of  the  ligatures  should  not  be  left  hanging  out- 
side of  the  anus  to  be  occasionally  pulled  on  (as  is  the  custom  of 
some  operators)   to  see  if  they  have  already  sloughed  off. 

In  two  cases  upon  which  I  operated  recently  there  was  but  a 
single  large  hemorrhoid  which  required  removal.  Excessive  hemor- 
rhage at  stool  was  the  main  symptom  complained  of.  There  was  no 
protrusion  of  the  pile  in  either  individual,  nor  was  there  a  revoluted 
skin-ring.  A  Ball  operation  was  hardly  indicated,  but  I  employed  it 
simply  to  avoid  any  post-operative  edema  of  the  tissues  below  the  line 
of  incision.  After  the  completion  of  the  operation  it  was  difficult  at 
any  time  to  see  from  the  external  appearance  of  the  parts  just  where 
the  site  of  the  removed  hemorrhoid  had  been.  Even  though  there  was 
no  extra  loose  tissue  to  be  drawn  up.  and  while  therefore  there  was 
a  relative  tenseness  in  the  flap  after  it  had  been  sutured  to  the  pedicle, 
yet  it  remained  in  place  and  healing  took  place  promptly.  The  pa- 
tients were  out  of  the  hospital  within  a  week,  and  in  three  weeks  com- 
plete healing  had  taken  place. 
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Another  case  operated  upon  had  especially  large  protruding 
hemorrhoids  with  a  well  marked  revoluted  anal  skin-ring.  This  was 
a  case  in  which  one  would  be  inclined  to  do  a  Whitehead  operation 
After  the  Ball  operation  there  was  very  little  edema  present,  which 
was  in  sharp  contrast  to  that  which  is  usual  following  either  a  liga- 
ture, or  especially  a  clamp  and  cautery  operation.  This  case  was  the 
patient  of  another  physician  who  took  entire  charge  of  the  after- 
treatment.  He  subsec|uently  told  me  that  on  the  seventh  day  there 
was  quite  a  hemorrhage,  but  that  he  had  stopped  it  within  a  short 
time  by  simply  injecting  hot  water  into  the  rectum.  I  am  inclined  to 
believe  that  the  bleeding  here  was  brought  about  by  some  carelessness 
on  the  part  of  a  hospital  attendant  while  inserting  the  tip  of  a  syringe 
when  giving  a  cold  water  enema  to  facilitate  a  daily  bowel  movement. 

I  would  heartily  recommend  that  you  try  the  Ball  operation. 

DISCUSSION. 

Dr.  Ralph  W.  Jackson,  of  Fall  River.  Massachusetts:  I  had  the  pleas- 
ure of  spending  two  days  with  Sir  Charles  Ball  in  March,  1911,  and  getting 
his  personal  ideas  about  the  operation,  as  well  as  what  is  given  in  the 
book.  I  have  done  the  operation  a  number  of  times,  and  my  experience 
corresponds  exactly  to  Dr.  Zobel's.  I  approve  of  the  operation  thor- 
oughly.    I  have  found  it  very  satisfactory. 

Dr.  RoUin  H.  Barnes,  of  St.  Louis,  Missouri:  I  am  sorry  that  I  heard 
only  the  last  few  remarks  of  this  paper.  Last  year,  I  presented  a  method 
in  which  no  suture  or  cautery  was  used  for  the  treatment  of  hemorrhoids. 
Since  that  time  I  have  had  considerable  experience  with  cases,  and  the 
criticism  with  reference  to  "my  method  has  been  the  danger  of  hemorrhage. 
As  in  hemorrhoids,  I  believe  the  great  danger  in  all  operative  procedures 
is  that  of  infection  rather  than  hemorrhage.  In  the  last  year  I  operated 
on  a  regular  bleeder,  and  my  experience  with  him  was  favorable.  He  had 
been  operated  upon  for  removal  of  his  tonsils,  and  was  known  as  a 
bleeder.  Although  expecting  trouble,  I  used  my  clamp,  had  some  hemor- 
rhage, which  I  stopped  by  pressure,  but  after  the  patient  was  sent  to  his 
room  he  bled  no  more.  He  was  operated  upon  Wednesday  and  Saturday 
he  went  home.  I  maintain  where  sutures  are  used,  there  is  greater  pain; 
where  cautery  is  used,  there  is  greater  pain. 

The  point  in  the  objection  to  Ball's  operation  is  the  use  of  the  liga- 
ture; that  operative  procedures  where  suture  is  used  are  followed  by 
greater  pain  and  more  danger  of  infection,  and  because  a  slough  occurs, 
and  then  is  when  you  get  a  secondary  hemorrhage. 

Dr.  Granville  S.  Hanes,  of  Louisville,  Kentucky:  I  have  done  this 
operation  a  number  of  times  in  order  that  I  niight  judge*  personally  of  its 
merits.  I  think  well  of  it  and  expect  to  do  this  operation  in  a  limited 
number  of  cases 
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In  regard  to  pain  I  will  say  that  the  most  important  factor  in  its  pro- 
duction depends  upon  the  hypertrophy  and  irritability  of  the  contractile 
muscles  about  the  anal  opening.  Whatever  the  plan  of  operation  may  be, 
there  will  be  much  pain  if  the  muscles  are  large  and  irritable.  On  the 
contrary,  there  will  be  but  little  pain  if  the  muscles  are  small  and  feeble. 
So  long  as  pressure  upon  the  wound  is  very  slight,  so  the  pain  will  be  but 
little,  and  the  contrary  is  true  if  the  muscles  are  large  and  contract  with 
great  force.  Of  course,  I  am  referring  to  complete  operations  for  piles. 
No  dilating  of  sphincter  muscles  prevents  contraction  for  any  great 
length  of  time. 

Skin  tabs  will  necessarily  occur  in  some  cases  and  if  they  are  at  all 
annoying  they  can  be  easily  removed  by  local  anesthesia. 

I  often  do  the  clamp  and  cautery  operation  and  then  pull  down  the 
mucous  membrane  and  suture  it  to  the  skin.  It  is  not  desirable  that  the 
mucous  membrane  and  skin  should  unite  directly.  It  is  better  that  they 
should  separate  and  allow  nature  to  fill  in  the  interposing  wound  with  a 
modified  structure  similar  to  that  formed  in  fetal  life.  This,  nature  will 
do  perfectly  if  allowed  an  opportunity. 

Dr.  James  A.  MacMillan,  of  Detroit,  Michigan:  I  have  used  a  modi- 
fication of  Ball's  operation  for  hemorrhoids,  and  I  think  I  would  like  to 
make  this  statement,  that  as  far  as  danger  from  infection  arising  from  the 
use  of  sutures  or  ligatures  on  the  mucous  membrane  of  the  anus  is  con- 
cerned, I  regard  it  as  practically  nil.  I  never  have  an  infection.  I  do  not 
get  infection  from  the  employment  of  sutures.  I  use  catgut  in  sewing  up. 
sometimes  large  areas,  after  operation  for  hemorrhoids,  and  have  had  no 
infection.  So  I  think  there  is  no  danger  on  that  score  in  the  use  of  Ball's 
operation. 

Dr.  William  H.  Kiger,  of  Los  Angeles,  California:  I  have  used  Ball's 
operation  in  something  over  a  hundred  cases  in  the  past  year,  and  I  want 
to  say  that  I  agree  with  Dr.  Zobel  entirely.  I  think  it  a  very  satisfactory 
operation.  I  find  it  especially  useful  in  my  work  at  the  County  Hospital, 
where  we  cannot  look  after  the  after-care  quite  as  well  as  we  can  with  our 
private  patients. 

They  cause  me  less  trouble  with  Ball's  operation  than  with  any  other 
I  have  employed,  and  as  far  as  the  pain  is  concerned  I  think  there  is  less 
than  with  any  other.  I  usually  insert,  after  the  operation,  a  suppository, 
recommended  by  our  President,  of  quinine-urea  five  grains,  thymol-iodide 
and  chlorotone  two  grains,  and  it  is  very  seldom  we  have  to  give  them  a 
hypodermic  of  morphine  for  pain. 

I  have  been  doing  my  work  for  the  past  year  or  so  at  the  County 
Hospital  under  spinal  anesthesia,  which  may  have  something  to  do  with 
the  absence  of  pain  immediately  afterward.  I  thoroughly  approve  of  the 
Ball's    operation. 

Dr.  J.  Rawson  Pennington,  of  Chicago,  Illinois:  I  don't  see  why  you 
put  in  the  sutures.  Suturing,  burning  or  ligating  puts  the  tissues  under 
stress  and  lessens  their  resisting  power  against  the  invasion  of  micro- 
organisms. It  takes  time,  causes  pain  and  has  caused  infection.  There  is 
everything  against  this  practice.     If  there  is  a  little  hemorrhage,   pick   up 
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the  bleeding  vessel  and  twist  or  put  a  ligature  around  it.  The  sphincters 
will  hold  the  parts  in  apposition  until  healing  takes  place. 

I  know  of  a  physician  who  almost  lost  his  life  from  infection,  caused 
two  weeks  after  a  hemorrhoidal  operation  by  such  sutures.  They  are  pain- 
ful, harmful  and  may  cause  sepsis  and  death. 

Dr.  Walter  Irwin  Le  Fevre,  of  Cleveland,  Ohio:  I  would  like  to  ask 
if  the  author  uses  tlie  general  anesthetic  in  these  cases,  even  for  a  single 
hemorrhoid? 

Dr.  Alfred  J.  Zobel,  of  San  Francisco,  California:  I  realized  that  in 
bringing  a  paper  of  this  kind  before  the  Society  I  would  lay  myself  open 
to  having  twenty  different  men  giving  their  twenty  different  operations 
for  hemorrhoids;  but  as  this  was  simply  my  own  experience  with  Ball's 
operation  for  internal  hemorrhoids  I  have  presented  it  for  what  it  was 
worth. 

In  reply  to  Dr.  Le  Fevre,  I  will  say  that  for  this  operation  I  generally 
give  a  general  anesthetic,  while  I  use  local  anesthesia  in  certain  cases 
where  the  ligature  is  employed.  Here  it  is  necessary  to  take  more  time  in 
introducing  sutures  through  delicate  tissue,  so  a  general  anesthetic  is  indi- 
cated. It  also  seems  to  be  the  trend  of  opinion  in  this  Society  that  a  gen- 
eral anesthetic  is  the  thing. 

I  believe  that  pain  is  mainly  caused  by  the  unnecessary  divulsion  of 
the  sphincter  muscles.  We  should  simply  dilate  sufficiently  to  get  at  the 
pile  so  that  we  can  pull  it  down;  just  as  the  expert  surgeon  works  in 
the  smallest  abdominal  space  possible.     There  then  will  be  less  pain. 
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The  following  two  tables  are  made  up  from  1,000  cases  seen  in 
private  practice,  and  2.CC0  from  the  clinic  at  the  Boston  Dispensary. 
The  principal  object  of  this  tabulation  is  to  furnish  some  data  as  to 
the  relative  frequency  of  the  various  affections  of  the  rectum  and 
colon.  The  cases  have  been  taken  consecutively,  and  given  in  round 
numbers  to  illustrate  clearly  and  accurately  the  subject  matter  of  the 
paper : 
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T.^.BLE  I. 

1,000  Consecutive  Rectal  Ca?es   (Private  Cases). 

Males  I'"emales         Total     Operations 

Internal    Hemorrhoids     209  87  298  202 

Thrombotic    Hemorrhoids    31  14  45  42 

External    Hemorrhoids    12  1  13  7 

252  1C4  355  251 

Fistulae     110  22  132  111 

Abscesses 6  3  9  9 

116  25  141  120 

Fissure   and   ulcer    63  56  119  81 

Pruritus    ani    75  12  87  18 

Colitis    27  30  57 

Cancer  of  the  rectum    '^Z  12  45  6 

Cancer  of  the   sigmoid    6  3  9 

Sigmoid    diverticulitis    0  2  2 

Stricture    and    anal    stenosis    6  18  24  12 

Benign    tumors    14  9  23  21 

Anal    verruca 6  0  6  4 

Pilo-nidal    sinus    3  0  3  3 

Impaction    of    feces    3  6  9  3 

Foreign    body    2  0  2 

Procidentia  recti  and  prolapsus  ani     6  9  IS  10 

Hypertrophied    exter.     sphincter...      8  6  14  7 

Coccygodynia    0  3  3  2 

Incontinence    3  10  13  7 

Syphilis     3  3  6 

Constipation     6  15  21  6 

Trauma     3  0  3 

Examination   negative    12  6  18 

662  338  1000  560 
T.\BLE    IT. 

2.C0O  Consecutive  Rectal  Cases  at  the  Boston  Dispensary. 

Internal    Hemorrhoids     384  242  626  132 

Thrombotic    Hemorrhoids    130  46  176  134 

External    21  13  34  14 

535  301  836  280 

Fistulae    134  37  171  69 

Abscesses     117  21  138  71 

251  58  309  140 
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Males  Females  Total     Operations 

Fissure     101  119  220  58 

Ulceration    18  24  42                    9 

Pruritus    ani    154  22  176  22 

Colitis    36  40  76                    2 

Constipation     40  25  65                    8 

Impaction  of  feces    3  1  4 

Gonorrhea  of  anus  or  rectum 1  9  10 

Syphilis     34  20  54 

Procidentia  recti  and  prolapsus  ani 

((66    children)     48  48  96                   11 

Cancer     14  8  22 

Benign  tumors    14  12  26                   19 

Verruca     10  5  IS                     5 

Stricture    3  13  16                    2 

Congenital   stenosis   of  anus 112  2 

Furuncles     10  1  11 

Pilo-nidal    sinus    2  2  4                    2 

Foreign    body     4  0  4 

Incontinence    2  4  6                    2 

Patulous    anus    2  0  2 

Coccygodynia     2  1  3                    2 

Trauma     2  0  2 

500  355  855  144 

Total     1286  714  2000  1 124 

In  tabulating  this  series  of  2,C00  consecutive  cases,  234  cases  were 
thrown  out  for  such  reasons  as:  examination  negative,  diagnosis  deferred, 
no  diagnosis  recorded,   refused  examination,   etc. 

The  numerical  predominance  of  males  over  females  is  almost 
identical  in  both  tables,  the  ratio  being  three  to  two  (private  66.2  per 
cent.,  dispensary  64.3  per  cent.).  I  believe  this  fairly  represents  the 
relative  liability  of  the  two  sexes  to  rectal  disorders,  or  at  least  the 
frequency  with  which  they  apply  for  treatment. 

It  has  been  stated  that  women  do  not  attach  so  much  importance 
to  rectal  hemorrhages  or  discharges  as  men,  and  that  unless  disabled, 
or  suffering  severe  pain,  are  not  so  apt  to  seek  medical  advice.  This 
may  in  some  measure  be  true  but  does  not  fully  account  for  the  differ- 
ence noted  in  the  two  sexes. 

It  will  be  observed  from  these  statistics  that  hemorrhoids  con- 
stitute a  large  proportion  of  rectal  disorders  (in  private  practice  35.6 
per  cent.,  and  in  dispensary  cases  41.8  per  cent.). 

Next  in  frequency  are  abscesses  and  fistul?c,  classified  together 
since  they  merely  represent  the  acute  and  chronic  stages  of  processes 
arising  from  pus  producing  organisms  in  this  region.     They  make  up 
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14  per  cent,  in  private  practice  and  15  per  cent,  of  the  dispensary 
csaes.  Edwards'  statistics  of  the  out-patients  at  St.  Mark's,  London, 
show  29  per  cent,  of  the  fistulse  and  abscesses  and  only  27  per  cent,  of 
hemorrhoids.  The  greater  proportion  of  fistulae  in  Edwards'  series 
may  be  accounted  for,  I  think,  by  the  fact  that  charity  cases  abroad 
represent  greater  poverty  and  are  not  so  well  nourished  as  in  this 
country.  This  would  be  in  harmony  with  the  well-known  fact  that 
the  constitutional  condition  of  the  patient  exerts  considerable  determ- 
ining influence  on  the  possibility  of  pathogenic  infection. 

HEMORRHOIDS   (1,232  CASES,  41   PER  CENT.). 

Goodsall  and  Miles  have  called  attention  to  the  three  well- 
marked  stages  that  are  commonly  noted  in  the  development  of  an  in- 
ternal pile.  Following  their  suggestion  I  have  recorded  my  private 
cases  by  their  method  and  have  found  it  both  useful  and  instructive 
and  of  much  assistance  in  prognosis  and  treatment. 

A  hemorrhoid  is  said  to  be  in  the  first  stage  when  it  can  be  rec- 
ognized by  digital  or  instrumental  examination  but  cannot  be  made  to 
protrude  at  the  anal  orifice. 

In  the  second  stage  they  are  protruded  at  defecation  but  are 
spontaneously  reduced  as  soon  as  the  expulsive  effort  has  ceased. 

In  the  third  stage,  owing  to  its  increase  in  size  and  the  stretching 
of  its  attachments,  it  requires  manual  reduction  after  stool,  or  may 
even  be  constantly  protruded  except  when  the  patient  is  in  the  recum- 
bent position. 

\\'ith  this  explanation  the  following  table  of  private  cases  can  be 
comprehended,  and  is  of  interest  as  it  shows  the  progress  of  the  dis- 
ease when  the  patient  seeks  relief.  This  information  as  well  as  some 
of  the  later  considerations  was  not  recorded  in  the  dispensary  cases 
and  is  therefore  not  available,  but  there  was  a  definitely  larger  per- 
centage of  early  stage  cases  than  in  the  private  record. 

Internal  hemorrhoids  (total    cases)     295 

Internal  hemorrhoids,  1st   stage    18 

Internal  hemorrhoids,  2nd    stage    44 

Internal  hemorrhoids,  3rd   stage    225 

Internal  hemorrhoids,  not   classified    12 

Of  these  295  cases  of  internal  hemorrhoids,  182  were  of  the 
mixed  variety  or  had  external  skin  tabs  in  addition  ;  9  of  the  cases 
were  complicated  by  fissure,  3  with  fistula,  and  18  with  polypoid 
growths. 

The  operative  procedures  carried  out  were  as  follows :  clamp  and 
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cautery  operation  under  general  anesthesia  33,  ligature  operation  under 
general  anesthesia  71,  ligature  operation  under  local  anesthesia  98. 
Of  the  external  hemorrhoids,  42  thrombotic  and  7  external  skin  tabs 
were  excised,  all  under  local  anesthesia. 

FISTUL.\-IX-ANO   AND   ABSCESSES    (550  CASES,    18   PER   CENT.). 

The  following  are  the  chief  varieties  of  rectal  fistulse  recorded  in 
private  work : 

Fistula,   complete    68 

Fistula,  complete  post,   horse-shoe    18 

Fistula,  complete  ant.  horse-shoe    3 

Fistula,    blind    external    17 

Fistula,  blind  internal    7 

Fistula,    submucous     9 

Fistula,    multiple    3 

Fistula,    unclassified    7 

132 
Fistulas  are  comparatively  rare  among  the  young,  as  shown  by 
the  fact  that  only  two  children  were  encountered  in  this  series  of  132 
cases.  The  greater  prevalence  of  the  disease  among  males  is  quite 
marked,  the  proportion  here  being  exactly  five  to  one  (110  males,  22 
females). 

One  hundred  and  eleven  were  operated  by  the  incision  method. 
Of  this  number  90  had  general  anesthesia,  and  21  were  cured  by 
operation  under  infiltration  anesthesia.  In  9  of  the  cases  internal 
hemorrhoids  were  present  and  removed  at  the  same  time.  As  regards 
local  anesthesia  for  fistul?e  and  abscesses  it  has  been  my  experience 
that  as  a  rule  it  is  not  satisfactory.  In  the  first  place  it  is  often  im- 
possible to  detect  all  the  ramifications  of  what  may  appear  to  be  a 
small  simple  fistula  before  operation,  and  secondly  it  is  frequently  very 
difficult  to  properly  anesthetize  the  whole  region  to  be  incised,  as  the 
solution  escapes  into  the  track  without  producing  the  necessary  dis- 
tension of  the  tissues. 

PRURITUS   ANI    (263   CASES,   8   PER   CENT.). 

In  this  series  of  87  private  cases  of  pruritus  I  do  not  anticipate 
that  my  deductions  will  clarify  to  any  extent  the  obscure  etiology  of 
this  affection.  The-  following  lesions,  some  of  which  were  co-existent 
in  the  same  patient,  were  recorded : 

Chronic    rectitis    10 

Abrasions   of   the    anal   canal    14 

External    piles    20 
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Polypoid  growths  or  anal  papillae   9 

Infection   of   the   pockets    7 

Internal  piles  all  in  the  first  stage    14 

External    fistulas     3 

Small    submucous    fistulse    ' 5 

Associated    with    eczema    3 

Associated   with    psoriasis    2 

Associated    with    fissure    1 

Associated  with  prolapsus  ani    3 

The  special  features  of  interest  are  first  the  frequency  with 
which  external  hemorrhoids  or  exaggerated  folds  of  redundant  skin 
are  associated  with  pruritus.  Also  that  in  this  series  not  a  single 
instance  of  large  prolapsing  internal  hemorrhoids  was  met  with, 
though  there  were  14  in  which  small  friable  and  somewhat  eroded 
tumors  in  the  first  stages  of  development  were  made  out.  A  small 
per  centage,  the  exact  number  of  which  I  am  unable  to  state,  had 
undergone  previous  hemorrhoidal  operations  without  much  relief  of 
the  itching. 

The  conditions  I  have  tabulated  must  be  regarded  as  definite 
lesions,  even  though  some  of  them  are  minor  ones.  Such  surgical 
measures  as  seemed  indicated  were  carried  out  and  in  addition  local 
treatment  of  the  skin  along  the  lines  suggested  by  Adler.  In  this 
series  there  were  nine  which  were  but  little  if  at  all  improved.  Also 
there  were  a  small  number  of  relapses.  In  the  future  in  these  resist- 
ant cases  and  in  the  non-aggravated,  iodiopathic  cases  without  any 
demonstrable  intra-anal  or  rectal  complication  which  might  be  an 
etiological  factor  I  shall  recommend  the  autogenous  vaccine  therapy 
advocated  by  Murray.  The  results  recorded  above  must  be  regarded 
as  highly  satisfactory,  especially  when  we  reflect  upon  how  little  re- 
lief such  patients  get  from  the  orthodox  methods  of  treatment  usually 
employed  by  the  general  practitioner,  who  has  neither  the  time,  in- 
clination or  facilities  to  properly  investigate  and  determine  the  exciting 
causes. 

.•\N.\L   FISSURE    (337   CASES,    10    PER    CENT.) 

There  were  119  cases  of  anal  fissure  distributed  among  65  males 
and  56  females  treated  in  private  practice.  In  31  of  the  cases  only 
the  linear  ulcer,  usually  posterior,  was  manifest  on  examination ;  41 
cases  were  associated  with  internal  hemorrhoids,  24  with  external ; 
and  23  were  well  marked  examples  of  the  so-called  Ball's  sentinel  pile. 

For  various  reasons  it  was  deemed  expedient  to  employ  a  gen- 
eral anesthetic  in  36  cases,  while  45  cases  were  operated  on  under 
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local  infiltration  anesthesia.  The  operations  were  complete  or  partial 
division  of  the  external  sphincter  in  63  cases;  divulsion  in  8;  excision 
of  the  track  alone  in  10  cases.  This  latter  procedure  I  have  found 
quite  sufficient  in  very  recent  fissures  without  much  hypertrophy  of 
the  sphincters,  especially  when  located  anteriorly. 

In  32  of  the  cases  internal  hemorrhoids  were  present,  and,  al- 
though in  nearly  every  instance  they  were  only  moderately  developed, 
they  were  removed  at  the  same  time  as  a  prophylactic  measure.  In 
common  with  others,  I  have  concluded  that  internal  hemorrhoids  are 
more  liable  to  give  trouble  by  protrusion  after  division  or  divulsion 
than  before  such  operation  when  supported  by  a  normal  or  hyper- 
trophied  sphincter. 

COLITIS     (130    C.\SES,    6    PER    CENT.). 

Under  this  heading  I  have  rather  loosely  classified  many  different 
conditions  of  the  rectum  and  colon,  both  in  private  and  dispensary 
practice,  ranging  from  membranous  colitis  to  more  serious  ulcerative 
lesions.  Among,  the  diagnoses  recorded  may  be  mentioned,  for  illus- 
tration, acute  and  chronic  inflammatory  conditions,  some  limited  to 
the  rectum  (rectitis),  some  to  the  sigmoid  (sigmoiditis),  and  others 
in  which  the  whole  large  intestine,  including  these  organs,  was  in- 
volved. Other  conditions  were  described  as  "atrophic",  "hypertro- 
phic", "granular",  "follicular",  "enterospasm",  "neuroses",  "adhe- 
sions", "abrisions",  "superficial  ulcers"  of  the  mucosa,  and  "septic", 
"hemorrhagic",  "amebic",  "syphilitic",  "gonorrheal"  and  "tubercular" 
colitis. 

Interesting,  in  this  series,  were  12  cases  that  would  justify  a 
diagnosis  of  chronic  ulcerative  colitis,  as  I  understand  this  designa- 
tion. It  is  necessary  to  make  distinction  between  the  more  serious 
infections,  involving  the  deeper  structures,  and  the  more  common 
superficial  lesions  of  the  mucosa  which  yield  readily  to  treatment. 
All  of  these  cases  were  of  the  ulcerative  type,  characterized  by  fre- 
(juent  watery  stools,  mixed  with  blood,  mucous,  and  pus,  and  ac- 
companied by  6  to  18  or  more  dejections  daily. 

The  bacteriology  of  this  affection  is  interesting  but  obscure,  al- 
though there  has  been  much  investigation  of  the  subject  particularly 
in  recent  years.  In  4  of  these  cases  the  ameba  of  dysentery  was 
demonstrated,  but  in  several  of  the  others  either  no  examination  was 
made  or  it  was  of  insufficient  thoroughness  to  make  even  the  negative 
report  of  much  value.  In  3  of  the  case 5  a  most  painstaking  search 
failed  to  show  any  ameba. 
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According  to  Lartigan  the  bacillus  pyocyaneous  has  been  found 
in  cases  where  the  ameba  was  absent,  and  it  may  be  possible  that  in 
such  sporadic  cases  as  these  either  this  bacillus  or  aUied  forms,  as  those 
of  the  Shiga  or  Flexnor  type,  may  be  found  to  be  the  exciting  cause. 
Delafield  and  Prudden  state  that  the  streptococcus  pyogenes  has  been 
repeatedly  found  in  association  with  enteritis  and  colitis,  but  that  it  is 
more  frequent  and  of  greater  significance  in  children  than  in  adults. 

That  well  marked  examples  of  this  disease  are  comparatively 
rare  except  in  regions  where  dysentery  is  prevalent  would  seem  to  be 
the  case.  Only  12  instances  among  30C0  rectal  cases  certainly  justi- 
fies this  assumption.  At  the  Massachusetts  General  Hospital  during 
the  last  three  years  there  have  been  only  7  cases  recorded  of  ulcera- 
tive colitis.  2  of  which  were  fatal. 

Ulceration  of  the  colon  is  always  a  serious  condition,  though  it 
may  exist  for  years  with  intermissions  and  relapses ;  or  on  the  other 
hand,  it  may  have  an  early  fatal  termination.  The  rectum  and  sig- 
moid are  always  involved  with  the  colon  as  can  be  demonstrated  by 
instrumental  inspection  of  these  organs.  It  has  been  my  experience 
that  frequently  a  mere  digital  examination  affords  valuable  infor- 
mation through  recognition  of  the  thickened  and  boggy  mucosa.  This 
sign  is  of  much  significance  as  it  indicates  how  seriously  the  sub- 
mucous tissues  are  involved,  a  most  important  factor  bearing  on  the 
prognosis,  which  cannot  be  ascertained  from  proctoscopic  examination. 

In  2  of  my  cases  the  mucous  membrane  presented  simply  a  dark 
red,  spongy,  granular  appearance,  which  bled  readily  when  touched 
with  a  cotton  swab.  Not  a  single  ulcer  could  be  seen  in  either  the 
rectum  or  sigmoid,  yet  one  of  these  cases  died  within  four  weeks. 
In  these  severe  forms,  from  the  very  nature  of  the  disease,  patients 
are  peculiarly  liable  to  fatal  hemorrhage  or  perforation,  because  of  the 
inflammatory  process  that  may  be  going  on  in  the  deeper  structures  of 
the  gut  at  a  time  when  the  sigmoidoscope  will  fail  to  disclose  much 
destruction  of  the  mucous  membrane,  as  evidenced  by  well  marked 
ulcers. 

C.\NCER    (65  CASES,  2   PER  CENT.). 

In  this  series  of  both  private  and  dispensary  cases  there  were 
48  males  and  17  females,  and  in  3  of  the  patients  the  growth  was 
located  in  the  sigmoid.  Not  more  than  35  per  cent,  could  fairly  be 
said  to  be  in  the  operable  stage.  Colostomy  was  performed  in  4 
cases  and  excision  in  2,  and  in  a  small  number  of  the  remaining  cases 
operation  was  performed  by  other  surgeons. 
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BENIGN  GROWTHS    (49  CASES,    1.5   PER   CENT.). 

With  few  exceptions  these  tumors,  recorded  in  both  tables,  were 
the  usual  polypi  commonly  found  attached  to  the  mucous  membrane 
of  the  rectum.  There  were  2  rare  cases,  one  a  villous  tumor  and 
another  a  pure  myxoma.  This  latter,  which  I  removed  from  a  man 
36  years  old,  is  a  surgical  curiosity  when  found  in  the  rectum.  The 
growth  was  attached  nearly  4  inches  above  the  anus  by  a  pedicle  one 
inch  wide  and  was  shaped  somewhat  like  a  mushroom,  except  that  the 
top  was  more  nearly  square  than  round.  Its  dimensions,  as  measured 
soon  after  removal,  were  3>4x2^x2  inches  thick.  It  was  found  to 
consist  essentially  of  spindle  shaped  cells  arranged  in  bundles  with 
their  long  axis  parallel  to  one  anotoher.  These  cells  were  regarded  as 
more  or  less  well  formed  unstriped  muscle  fiber  and  the  tumor  was 
diagnosed  as  myxoma.     (J.  H.  Wright.  Pathologist.) 

STRICTURE   AND   ANAL   STENOSIS    (40   CASES,    1.3    PER  CENT.). 

There  were  3  cases  of  stricture  near  the  anal  orifice  that  fol- 
lowed Whitehead  operations  for  hemorrhoids.  I  have  also  seen  4 
similar  cases  resulting  from  clamp  and  cautery  or  ligature  operations ; 
and  of  the  remaining  cases  an  inexact  number  had  been  operated 
upon  for  internal  hemorrhoids,  but  whether  this  procedure  had  any- 
thing to  do  with  the  production  of  the  stricture  there  is  room  for 
reasonable  doubt.  Inasmuch  as  the  clamp  and  cautery  operation  is 
practiced  extensively  in  our  locality,  it  would  appear  from  the  small 
number  of  strictures  met  with  that  this  unfortunate  complication  is  a 
rare  sequence  of  this  particular  method  of  dealing  with  hemorrhoids. 
Still,  in  certain  individuals,  as  Earle  has  pointed  out,  there  seems  to 
be  a  tendency  to  the  formation  of  scar  tissue  following  any  injury 
to  the  submucosa:  The  importance  of  this  is  evident,  since  no  thor- 
ough pile  operation  can  be  done  without  trauma  of  the  submucous 
structures,  which  must  be  limited  as  far  as  possible ;  but  of  more 
importance  is  the  keeping  of  these  patients  under  observation  for  two 
or  three  weeks  to  ascertain  whether  there  is  any  continued  ulceration 
or  developing  stenosis.  Any  tendency  to  contraction  at  this  time  can 
be  readily  overcome  by  a  few  digital  dilatations,  and,  if  the  field  of 
operation  has  not  soundly  healed,  by  appropriate  local  applications. 

It  has  been  suggested  that  the  rectal  specialist  should  be  chiefly 
concerned  in  the  prophylaxis  of  stricture,  since,  as,  is  well  known,  it 
follows  trauma  and  ulcerative  conditions  of  the  rectum.  The  difficulty 
in  the  way  of  this  seems  to  be,  that  except  in  post-operative  condi- 
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tions,  as  just  noted,  these  cases  seldom  come  under  our  care.  I  have 
occasionally  seen  patients,  more  especially  in  dispensary  practice,  in 
whom  there  were  thickened,  slightly  elevated  irregular  ridges  partially 
surrounding  the  rectum,  which  I  have  taken  to  be  plastic  deposits 
forming  under  the  mucous  membrane,  which  would  be  very  liable  to 
produce  a  stricture  if  not  treated.  This  condition  has  been  noted 
more  frequently  in  syphilitics.  There  is  very  little  destruction  of 
the  mucous  membrane,  the  inflammatory  process  being  confined 
chiefly  to  the  sub-mucosa,  but  at  times  breaking  down  the  mucous 
membrane,  when  there  will  be  ulceration  and  discharge  of  pus.  That 
this  process  may  go  on  slowly  with  very  little  if  any  ulceration  or 
noticeable  symptoms  until  the  caliber  of  the  gut  has  been  markedly 
lessened,  I  have  no  doubt ;  and  for  this  reason  we  seldom  see  such 
cases  until  the  stricture  has  become  well  established. 

The  site  of  the  inflammatory  strictures  of  this  series,  except  as 
previously  noted,  was  almost  invariably  from  2  to  2)y2  inches  above 
the  anal  margin. 

In  one  case,  associated  with  ulcerative  colitis,  the  stricture  was 
located  at  the  junction  of  the  rectum  and  sigmoid;  was  tight,  and 
barely  admitted  a  number  3  Wales  bougie. 

PROLAPSUS  AXI  AND  PROCIDENTIA  RECTI    (111   CASES,  Z.7  PER  CENT.) 

The  frequency  of  this  disease  in  young  children  is  clearly  shown 
in  this  series,  there  being  66  children  out  of  a  total  of  111  cases;  dis- 
tributed among  15  private  and  96  dispensary  cases. 

Writers  on  rectal  subjects  have  established  a  distinction  between 
the  terms  prolapsus  and  procidentia,  the  former  applying  to  a  pro- 
trusion of  the  mucous  membrane  alone,  while  the  latter  referring  to  a 
descent  of  all  the  coats  of  the  rectum ;  yet  it  is  often  impossible  to 
make  this  differentiation  without  resort  to  a  general  anesthetic :  and 
since  in  our  series  a.  majority  of  the  cases  were  children  in  whom  no 
operation  was  indicated,  this  matter,  though  of  some  interest,  was  not 
determined. 

It  may  be  safely  stated,  however,  that  except  in  the  young,  pro- 
cidentia is  not  at  all  frequent,  there  being  only  18  cases  in  which  this 
diagnosis  was  set  down. 

SYPHILIS    (60  CASES,   2   PER   CENT.). 

These  cases,  6  private  and  54  dispensary  cases,  were  for  the  most 
part  secondary  ulcerative  lesions  of  the  anus  and  anal  canal,  appear- 
ing at  the  same  time,  or  more  often  slightly  in  advance  of  the  skin 
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eruptions.  The  usual  reason  for  these  patients'  appearance  in  a 
rectal  clinic  for  their  first  treatment  and  diagnosis  was  because  the 
primary  lesion  was  a  minor  one  and  did  not  attract  particular  atten- 
tion. 

Syphilis  is  a  disease  of  varying  severity,  and  in  some  mild  cases 
reasonable  doubt  may  well  be  entertained  as  to  the  nature  of  the 
original  sore  by  the  attending  physician. 

The  lesions  appear  as  fissure  shaped  ulcers,  of  yellowish  grey 
color,  and  with  undermined  edges,  around  the  anus  or  between  the 
radial  folds,  and  are  distinguished  from  the  ordinary  fissure  by  multi- 
plicity. Generally,  other  unmistakable  signs  of  syphilis,  as  mouth  le- 
sions or  skin  eruptions,  if  not  already  present,  wi.l  minifest  themselves 
under  close  observation. 

There  was  only  one  case  of  anal  chancre,  and  this  was  in  a 
young  man. 

MISCELLANEOUS   DISEASES. 

The  remaining  diseases  make  up  only  a  small  percentage  of  the 
total,  and  are  sufficiently  explained  in  the  tables  incorporated  in  this 
report.  The  chief  object  of  the  paper  has  been  to  call  attention  to  the 
relative  frequency  of  the  different  rectal  ailments  the  proctologist  is 
called  upon  to  treat. 

It  would  be  interesting  to  learn  how  far  the  percentages  and  other 
data,  ascertained  from  this  study,  agree  with  those  of  other  clinics 
or  extended  series  of  private  cases,  but  such  analyses  are  not  available, 
or,  so  far  as  we  know,  have  not  been  attempted. 

DISCUSSION. 

Dr.  Joseph  M.  Mathews,  of  Louisville,  Kentucky;  I  consider  the  paper 
of  great  value  to  any  one  who  is  making  a  study  of  these  diseases. 

There  is  one  point  I  would  like  to  speak  about.  The  Doctor,  when  he 
speaks  of  the  disease  which  we  call  pruritus,  mentions  a  number  of  cases 
in  which  it  is  associated  with  other  conditions,  and  that  his  treatment  was 
by  operating  on  these.  All  of  us  in  the  treatment  of  this  very  distressing 
affection  do  just  about  what  the  Doctor  does,  but  we  also  recognize  tliat 
of  all  the  afflictions  known,  which  the  proctologist  is  called  upon  to  treat, 
there  is  none  so  difficult  to  relieve,  and  none  so  distressing  to  the  patient. 
I  have  had  persons  tell  me  that  I  could  do  any  operation  that  I  desired, 
even  to  the  resection  of  the  rectum,  if  I  would  only  relieve  them  of  the 
pruritus. 

A  number  of  j-ears  ago  an  editor  from  a  centra!  city  of  New  York 
came  to  me  for  this  verj'  distressing  affection,  and  he  very  candidlj-  and 
frankly  told  me  that  I  was  the  last  he  would  consult,  because  he  had  con- 
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suited  manj,  and  that  if  I  did  not  relieve  him  he  expected  to  commit  suicide; 
and  I  believe  he  would  have  done  so.  That  forced  me  to  do  a  surgical  op- 
eration on  him.  That  operation  is  detailed  in  my  book,  and  was  a  thor- 
ough dissection  of  the  area  of  itching  and  the  removal  of  the  lower  inch  of 
the  rectum.  The  man  was  relieved.  What  relieved  him?  I  have  done  the 
operation  as  suggested  by  Mr.  Ball.  It  has  not  been  satisfactory  to  me. 
My  operation,  the  operation  as  suggested  by  myself,  was  satisfactory  in 
that  instance  and  in  some  others;  but  I  am  now  satisfied  that  the  criticisms 
were  very  just  ones,  which  were,  that  it  necessitated  the  removal  of  too 
much  surface.  The  reason  that  my  patients  were  cured  of  pruritus  was, 
I  am  convinced,  because  I  removed  the  lower  inch. 

I  am  satisfied  that  pruritus  is  an  infection,  purely  an  infection,  of  that 
lower  inch;  and  for  the  past  five  years,  when  these  patients  would  consult 
me,  I  would  not  give  them  a  prescription,  nor  would  I  make  an  applica- 
tion, because,  they  are  futile  as  far  as  my  past  experience  is  concerned;  but 
I   removed  this  lower  inch. 

Now  what  this  infection  is,  what  these  special  germs  are,  I  don't  know. 
Our  friend,  and  co-worker,  Dr.  Murray,  possibly  is  able  to  tell  us. 
Whether  his  treatment,  without  doing  any  surger3%  would  relieve  it,  I 
don't  know.  I  trust  so.  But  I  do  know  that  surger}^,  that  careful  removal 
of  the  lower  inch,  stops  the  itching;  and  I  am  led  to  believe  that  it  is  be- 
cause it  is  an  infection  and  you  can  remove  the  area  of  infection.  I  simply 
make  the  suggestion  to  those  present,  that  in  these  cases  they  at  least  try 
the  removal  of  the  lower  inch,  as  first  suggested  to  me  by  Dr.  Hanes,  and 
fully  concurred  in  by  myself. 

Dr.  William  M.  Beach,  of  Pittsburgh,  Pennsylvania:  I  am  very  glad 
that  Dr.  Mathews  has  spoken  on  this  special  point  of  pruritus  ani.  Since 
the  Doctor  did  his  operation  for  the  cure  of  pruritus,  many  advances  have 
been  made  to  reach  the  same  result.  In  1909,  at  Atlantic  City,  I  read  a 
paper  that  I  thought  I  could  stand  by  as  to  the  cause  of  pruritus  ani  in 
perhaps  ninety  per  cent,  of  the  cases;  and  it  was  submucous  fistula  which 
I  advised  to  seek  and  cut  out,  for  fistula  and  pockets  extend  from  the  anal 
canal  in  about  ninety  per  cent,  of  the  cases.  The  usual  place  to  look  for 
them  is  in  the  right  or  left  posterior-lateral  quadrants  and  in  the  anterior 
portion.  By  removing  these  fistula  you  accomplish  the  same  result  that 
Dr.   ^lathews  gets  from  resection  of  the  anal   circumference. 

The  point  that  I  want  to  speak  of  especially  in  my  remarks  is  in 
reference  to  colitis,  which  will  be  the  brief  recital  of  a  case  that  I  had  last 
fall,  a  doctor's  wife,  who  had  been  operated  on  twenty  years  previously 
l^y  a  gynecologist  who  removed  the  uterus  and  the  appendix.  The  opera- 
tion was  followed  by  a  large  hernia,  and  the  patient  had  been  under  the 
treatment  of  a  neurologist  for  some  time  for  grand  mal.  She  had  frequent 
recurrences  of  these  attacks,  perhaps  on  an  average  of  one  a  month. 
Sometimes  they  would  come  once  a  week,  sometimes  twice  a  week  for  a 
period.  The  neurologist  referred  the  case  to  mc,  for  the  reason  that  one 
of  her  marked  symptoms  was  a  mucous  cilitis.  On  examination  of  the 
patient,  I  agreed  with  the  neurologist  that  she  liad  colitis,  but  as  to  the 
cause  of  it  I   was  not  (juite  certain.     They  were  in  extremis  and  willing  to 
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submit  to  any  sort  of  treatment  that  would  relieve  her,  not  only  of  the 
mucous  colitis  but  of  the  epilepsy.  I  had  not  thought  of  the  possible 
etiologic  relationship  between  mucous  colitis  and  epilepsy,  but  I  ventured 
the  idea  of  opening  the  abdomen  and  exploring.  On  exploration,  I  found 
extensive  adhesions  throughout  the  abdomen.  My  incision  was  in  the 
appendiceal  area,  and  it  occurred  to  me  that  it  might  not  do  harm,  and 
might  do  some  good,  if  I  would  do  a  cecostomy.  I  did  a  cecostomy  with 
very  good  results.  I  used  for  irrigation  crude  oil,  normal  saline  solution 
and  one  per  cent,  dilute  sulphuric  acid  solution.  The  patient  has  not  had 
an  attack  of.  epilepsy  since.  I  am  uncertain  that  the  treatment  will  have 
any  permanent  effect  upon  her;  but  for  the  reason  that  epilepsy  may  be 
due  to  an  irritation  at  some  point,  and  the  colon  was  the  point  of  irrita- 
tion in  this  case  it  may  have  some  bearing. 

Dr.  Alfred  J.  Zobel,  of  San  Francisco,  California:  This  paper  is  par- 
ticularly interesting  to  me  from  the  fact  that  Dr.  Hill  is  doing  clinical 
work  in  Boston  and  I  am  doing  the  same  on  the  other  extreme  of  the 
continent,  and  I  can  see  that  diseases  which  I  thought  were  rather  uncom- 
mon are  just  as  rare  in  the  Boston  Dispensarj^  where  Dr.  Hill  has  a  very 
large  clinic.  I  think  most  of  us  are  inclined  to  believe  at  times  that  we 
are  poor  diagnosticians,  because  we  do  not  find  the  diseases  which  are  com- 
paratively rare;  for  instance,  carcinoma  of  the  rectum,  which  is  not  such  a 
very  common  disease;  for  even  men  with  a  large  clinical  practice  sometimes 
see  a  very  limited  number  of  cases  of  carcinoma  of  the  rectum. 

In  regard  to  fissures,  I  think  Dr.  Hill  has  presented  what  seems  to 
be  rather  a  small  number,  because  as  a  general  thing  most  of  us  see  a 
great  many  cases  of  fissure  of  the  anus. 

Another  thing  that  is  of  particular  interest  to  me  is  the  subject  of 
colitis.  I  am  co-operating  with  Dr.  James  T.  Watkins,  Chief  of  the  Ortho- 
pedic Service  at  the  San  Francisco  Polyclinic,  and  he,  following  up  the 
work  of  Hoke  and  Andrews  of  Atlanta,  Georgia,  has  adopted  the  idea  that 
cases  of  hypertrophic  arthritis  may  be  due  to  absorption  from  the  bowel 
of  the  products  of  putrefaction  of  proteids;  and  has  referred  all  his  cases 
of  hj'pertrophic  arthritis  to  my  clinic  for  observation.  I  have  reported  this 
previously  at  a  meeting  of  the  Society,  in  a  paper  on  the  "Sequelre  of 
Constipation";  but  a  numI)or  of  you  gentlemen  from  the  Eastern  States 
were  not  present  at  this  meeting  in  Los  Angeles.  In  all  the  cases  of 
hypertrophic  arthritis  referred  to  me  for  examination  of  the  bowel,  I  have 
found  the  sigmoid  loaded  with  fecal  matter,  notwithstanding  the  fact  that 
most  of  these  individuals  have  absolutely  denied  being  constipated,  and 
have  claimed  that  just  previous  to  coming  for  examination  they  had  a 
large  movement.  Colonic  irrigations  in  these  cases  have  brought  away 
large  quantities  of  fecal  matter,  and  while  they  have  not  absolutely  cured 
the  disease,  they  have  relieved  the  symptoms  so  that  patients  have  been 
able  to  get  about  far  better. 

We  have  quite  a  number  of  cases  of  ameba  in  San  Francisco  on  account 
of  our  proximity  to  the  insular  possessions  in  the  Pacific,  and  unless  one  is 
on  the  lookout  for  them  they  are  apt  to  be  overlooked.  I  have  feeen  a 
number    of   cases    of   hemorrhage    from    the    bowel    which    on    examination 
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showed  the  typical  lesions  of  ameba  coli. 

In  regard  to  epilepsj'  being  cured  as  Dr.  Beach  has  related,  Axtell 
has  always  claimed  that  there  are  many  cases  of  epilepsy  which  are  due 
to  autointoxication  arising  from  proteid  putrifaction  in   the  bowel. 

Dr.  James  A.  MacMillan,  of  Detroit,  Michigan:  A  paper  drawn  from 
so  large  a  numl)er  of  cases  is,  of  course,  of  extreme  interest.  One  thing 
that  would  seem  to  me  to  be  of  particular  interest  is  that  inflammatory 
diseases  of  the  mucous  membrane  of  the  lower  bowel  are  not  common.  In- 
flammations do  not  extend  progressively  from  wounds  and  sores  and  ulcers 
to  the  mucous  membrane  of  the  rectum.  The  one  question  I  would  like  to 
ask  the  author  of  the  paper  is  in  regard  to  ulcers  of  the  lower  bowel  and 
colon.  Is  it  possible  for  chronic  ulceration  of  the  lower  bowel  and  colon  to 
exist  with  a  simple  pj^ogenic  infection,  or  must  there  be  a  specific  cause, 
such  as  a  syphilitic  or  tubercular  infection?  Can  there  be  a  chronic  ul- 
cerative sigmoiditis  or  colitis  from  a  simple  pyogenic  organism? 

Dr.  J.  Rawson  Pennington,  of  Chicago.  Illinois:  We  should  have  some 
recognized  and  accepted  classification  of  fistula.  A  fistula  with  the  internal 
opening  in  the  anal  canal  should  be  known  as  an  anal  fistula,  or  fistula-in- 
ano.  When  the  internal  opening  is  in  the  ano-rectal  line  it  partakes  of 
both  the  anal  canal  and  rectum  and  should  be  known  as  an  ano-rectal 
fistula.  When  the  internal  opening  is  in  the  rectum  proper  then  it  should 
be  known  as  a  rectal  fistula.  Horse-shoe  fistula,  perineal  fistula,  etc..  are 
all  varieties  of  one  or  the  other  of  the  foregoing.  The  so-called!  blind  ex- 
ternal and  blind  internal  fistulas  are  not  fistulas  at  all,  but. sinuses. 

The  objective  point  in  the  treatment  of  fistula  is  the  internal  opening. 
With  that  closed  the  source  of  stercoral  infection  is  cut  oflf  and  it  becomes 
a  rectal   sinus. 

Dr.  Dwight  H.  Murray,  of  Syracuse,  New  York:  I  would  like  to  ask 
how  many  out  of  these  three  thousand  cases  complained  of  pruritus  ani? 

Dr.  Hill:     About  ten  per  cent. 

Dr.  Murray:  In  nine  hundred  cases  that  I  reported  last  year  I  had 
ninety-four  cases  that  either  did  have  pruritus  ani  or  said  they  had,  thirty- 
two  of  which  I  examined  bacteriologically.  That  made  about  ten  per 
cent.,  so  that  it  is  almost  the  same.  Last  year.  Dr.  Gant  said  that  certainly 
the  cases  he  saw  in  dispensary  work  did  not  average  such  an  amount.  Did 
you  examine  these  three  or  four  hundred  cases   bacteriologically? 

Dr.  Hill:     No. 

Dr.  Chittenden  Hill,  of  Boston,  Massachusetts:  There  was  one  f:;ct  of 
some  importance  that  did  not  exactl}^  come  under  the  scope  of  my  paper 
that  impressed  me  considerably  in  collecting  these  statistics,  and  that  was 
the  comparative  infrequencj'-  of  rectal  cases  encountered  in  an  out-patient 
clinic.  My  2,000  dispensary  records  covered  a  period  of  eight  years  during 
which  time  there  were  over  200.000  new  patients  treated  in  the  institution 
as  a  whole.  This  makes  the  proportion  of  rectal  cases  onlj'  about  1  per 
cent,  and  affords  a  very  good  argument  at  least  in  favor  of  the  point  just 
advocated  by  our   President  of  enlarging  the   field   of  proctology. 

The  question  Dr.  MacMillan  has  raised,  I  believe,  has  never  been  satis- 
factorily answered.    It  is  a  vcrj-  important  matter  and  if  we  knew  tlie  c-act 
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pathology  in  each  case  of  ulceration  we  could  treat  this  condition  more 
intelligently.  Manj-  difficulties  are  encountered  by  the  pathologist  in  solv- 
ing this  problem  and,  so  far  as  I  am  aware,  these  ulcerative  colitis  cases 
have  never  been  scientific'ally  classified. 

We  all  know  that  many  cases  are  of  the  amebic  type,  some  are 
syphilitic,  tubercular,  etc.,  but  I  am  inclined  to  agree  with  Dr.  McMillan's 
suggestion  that  the  ordinary  pyogenic  bacteria  very  rarely  if  ever  cause 
chronic  ulceration  of  the  rectum  or  colon. 

Since  tabulating  these  cases  I  have  seen  two  other  cases  with  ulcera- 
tive colitis.  One  was  interesting  in  this  respect  that  the  ulceration  en- 
tirely cleared  up  after  salvarsan  was  administered.  The  patient,  a  man 
30  years  of  age,  had  for  over  2^  years  passed  from  3  or  4  to  15  bloody 
stools  a  day.  After  a  most  careful  examination  including  a  search  for 
the  ameba  had  proved  negative,  as  a  last  resort,  a  Wassermann  test  was 
made  and  it  turned  out  positive.  The  results  of  the  salvarsan  treatment 
were  quite  remarkable.  Within  a  week  he  was  only  passing  2  or  3  stools 
daily  and  at  the  end  of  six  weeks  there  was  but  one  movement  daily, 
which  was  free  from  blood  or  pus,  and  he  even,  occasionally,  required  a 
laxative  to  move  the  bowels. 


PERSONAL  REMINISCENCES  UPON  THE  SUBJECT  OF 
PROCTOLOGY. 

Joseph  M.  Mathews,  M.D.,  LL.D., 

LOUISVILLE,  KENTUCKY. 

In  the  fall  of  1877  the  writer  determined  to  visit  New  York  City 
in  order  to  look  up  some  surgical  work  on  the  lower  bowel.  This 
conclusion  had  been  reached  after  a  thorough  investigation  in  his 
own  city  as  to  how  much  attention  was  being  paid  to  these  diseases 
by  the  regular  profession.  To  his  amazement  he  could  find  but  one 
physician  who  had  ever  done  a  surgical  operation  looking  to  the  relief 
of  so  common  an  affection  as  internal  hemorrhoids ;  none  who  had 
ever  examined  the  rectum  with  a  proctoscope;  although  there  lived 
at  this  time  in  the  same  city  a  pretentious  irregular  who  had  an  im- 
mense practice  in  rectal  diseases,  and  who  had  acciuired  quite  a  snug 
fortune  for  his  services.  In  this  connection  it  is  perhaps  well  to  relate 
that  William  Bodenhamer.  prior  to  this  time,  had  been  engaged  in  the 
same  city  as  an  irregular,  in  the  practice  of  diseases  of  the  rectum. 
Strange  to  relate  that  the  immense  practice  of  each  had  been  built  up 
by  the  sending  of  patients  to  them  by  the  regular  profession.  Each 
of  the  gentlemen  referred  to  engaged  in  profuse  and  prolific  advertis- 
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ing.  Of  the  first  mentioned  it  can  be  safely  said  that  he  knew  but 
little,  if  any,  of  pathology,  and  that  he  evaded  any  sin"gical  operation. 
Fistula-in-ano  was  invariably  treated  by  ligature,  either  elastic  or 
common  thread,  and  this  was  left  to  do  its  work  unaided  and  un- 
considered. Piles  he  treated  in  the  same  way.  In  a  conversation  with 
the  elder  Allingham  he  said  to  me,  "Is  it  true  that  Bodenhamer  was 
an  irregular?"  To  my  response  that  he  was,  he  replied,  "Well,  I 
must  say  that  as  a  writer  I  know  no  one  that  excels  him.  and  to  my 
mind  he  has  written  the  best  articles  on  malformations  of  the  anus 
and  rectum  extant."  Reaching  Xew^  York  the  writer  spent  several 
weeks  in  trying  to  see  some  surgical  work  done  on  the  rectum  but  to 
no  avail.    At  no  hospital  or  clinic  could  he  find  any  -work  of  that  kind. 

He  then  determined  to  cross  the  ocean,  hoping  that  he  could  at 
least  find  some  operations  of  that  nature  over  there.  Dr.  Lewis  A. 
Say  re  had  just  returned  from  London  where  he  had  received  a  great 
ovation,  after  exhibiting  his  plaster  of  paris  work.  ,  I  asked  him  for  a 
letter  or  letters  to  some  eminent  man  or  men  in  London  that  would 
aid  me  in  my  efforts  to  see  special  work.  This  he  did,  but  said,  "I 
find  Erskine  Mason,  of  this  city,  is  well  known  over  there  for  his 
colostomy  work,"  and  then  gave  me  a  letter  to  Dr.  ]\Iason,  who  in 
turn  gave  me  the  letters  that  I  so  much  desired;  and  it  goes  without 
saying  that  his  letters  did  me  a  great  deal  of  good.  You  gentlemen 
who  have  visited  foreign  hospitals  are  aware  of  how  much  service  a 
proper  introduction  accords  one  over  there.  Indeed,  it  has  become 
necessary  to  have  such  indorsement  else  one  fails  to  receive  the  recog- 
nition that  would  be  essential  to  further  his  search  after  knowledge. 
This  is  a  very  commendable  act  on  the  part  of  the  foreign  physicians, 
and  I  would  recommend  the  same  procedure  on  the  part  of  members 
of  this  Society  .who  are  besought  by  the  unfit  to  receive  benefit  at  vour 
hands,  be  he  foreign  or  native  born. 

Ensconcing  himself  in  a  quiet  hotel  in  London,  the  writer  pro- 
ceeded early  on  the  second  afternoon  to  call  on  the  elder  Allingham. 
Arriving  at  his  residence  in  Grosvenor  Street,  he  was  ushered  in  by 
a  rather  pompous  butler,  and  asked  to  take  a  seat  in  the  reception 
room,  the  writer's  card  having  been  sent  in,  accompanied  by  letters  of 
introduction  from  Drs.  Sayre  and  Mason  In  a  very  few  moments 
there  came  briskly  into  the  room  a  man  of  small  stature,  genial  coun- 
tenance, and  warm  handclasp,  who  greeted  me  rather  as  an  old  ac- 
quaintance than  as  a  stranger  from  foreign  shores.  I  found  him  to 
be  an  exceedingly  interesting  man,  a  pleasing  conversationalist,   and 
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if  he  let  slip  occasionally  a  slight  profanity,  it  seemed  only  to  accen- 
tuate what  he  was  saying  rather  than  to  be  coarse  or  vulgar.  Upon 
my  telling  him  the  object  of  my  visit  he  very  promptly  asked  me  to 
meet  him  at  St.  Mark's  Hospital  the  next  day,  where  he  would  hold 
his  regular  clinic.  At  the  time  St.  Mark's  Hospital  was  the  only  one 
in  the  world  devoted  exclusively  to  diseases  of  the  rectum.  It  was 
known  as,  "St.  Mark's  Hospital  for  Cancer,  Fistula  and  other  Dis- 
eases of  the  Rectum."  Rather  a  curious  sign,  yet  it  remains  to  this 
day !  The  hospital  is  distinctively  one  of  charity,  though  during  my 
stay  there  I  saw  many  attending  the  clinics  who  were  exceedingly  well 
dressed,  and  some  women's  lingers  were  adorned  by  diamonds.  Call- 
ing 'Sir.  Allingham's  attention  to  this  fact  one  day,  he  replied,  "Oh, 
well,  if  they  are  willing  to  come  to  a  public  clinic  we  have  to  put  up 
with  it."  But  the  thought  occurred  to  me  that  possibly  these  well-to- 
do  people  recognized  that  here,  and  here  only,  they  could  get  the  very 
best  expert  opinions,  and  were  willing  to  subjugate  their  pride  in 
order  to  get  the  opinion. 

This  hospital  was  founded  in  1835,  and  on  December  last  issued 
its  76th  annual  report.  It  is  pleasing  to  note  that  among  the  principal 
contributors  each  year  is  the  King  Edward's  Fund  of  240  pounds. 
In  the  original  address  delivered  in  1835  by  a  most  distinguished  man 
will  be  found  these  words  relating  to  rectal  diseases,:  ''And  the  design 
to  alleviate  of  which  it  may  with  truth  be  said  that  there  are  none 
more  afflicted  or  distressing  to  bear,  or  which  are  more  productive 
of  serious  consequences ;  whilst  it  may  be  doubtful  whether  there  be 
any  branch  of  medical  knowledge  for  the  acquisition  of.  which  less 
facility  has  hitherto  been  afforded."  Alay  I  say  that  it  was  the  truths 
enunciated  by  this  distinguished  person  that  persuaded  me  on  my  re- 
turn to  America  to  devote  my  time  and  opportunities  to  the  relief  of 
this  class  of  diseases.  Further  on  in  this  very  interesting  address  are 
these  words:  "For  it  claims  that  merit  not  only  of  atfording  relief 
under  circumstances  of  extreme  bodily  afdiction,  but  it  further  con- 
fers the  important  and  peculiar  benefit  of  detecting  latent  and,  if  not 
discovered,  fatal  affections,  the  extreme  of  which  is  unexpected ;  and 
of  administering  (under  the  favor  of  Divine  Providence)  effectual 
alleviation  if  not  premanent  cure."  "Oh,  my  prophetic  soul"  could  well 
be  applied  to  the  speaker  of  these  words,  as  the  experiences,  re- 
searches, and  practice  of  the  members  of  this  association  can  attest. 

During  the  time  that  I  was  at  St.  Mark's  the  following  consti- 
tuted the  staff :    Allingham.  Sr.,  Edwards,  Gowland,  Cooper. 
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The  staff  to-day  consists  of:  Mummery  (senior  surgeon),  Bald- 
win, Watson,  Anderson. 

Mr.  Edwards  has  just  recently  retired  as  senior  surgeon,  having 
reached  the  age  limit.  Thus  it  will  be  seen  that  Mr.  Edwards  is  the 
only  one  that  remained  on  the  staff  after  36  years,  the  others  having 
died.  I  have  been  informed,  too,  that  Mr.  W'allis.  of  the  recent  s'aff, 
has  also  died.  /\11  of  the  gentlemen  that  I  have  named  were  greatly 
interested  in  proctologic  work,  though  all  of  them  were  general  sur- 
geons of  note.  Each  one  of  the  staff  in  1877  not  only  contributed 
much  to  this  special  subject,  but  each  one,  save  Mr.  Gowland.  is  an 
author  on  diseases  of  the  rectum,  in  book  form. 

Herbert  xA.llingham,  son  of  William  Allingham,  was  acting  as  a 
ship  surgeon  during  my  stay  at  St.  ^Mark's.  He  afterwards  became 
renowned  as  a  surgeon,  giving  much  attention  to  operative  procedures 
in  diseases  of  the  rectum.  He,  too,  became  an  author  of  repute,  as  is 
evidenced  by  his  contribution  to  our  fellow  member's.  Dr.  Gant's, 
splendid  book  on  these  diseases.  We  all  recall  his  lamentably  sad 
death. 

While  in  London  the  writer  saw  much  work  along  rec'al  lines 
at  other  hospitals,  but  it  appeared  tame  to  the  work  done  at  St. 
]\Iark*s,  especially  that  done  by  Mr.  Allingham. 

On  my  return  home  I  found  myself  in  quite  a  quandary.  Having 
worked  hard  to  establish  a  practice  in  general  medicine  I  was  now 
confronted  by  a  condition  or  proposition  that  was  difficult  to  solve, 
namely,  was  I  to  give  up  that  which  had  required  so  much  to  estab- 
lish, and  devote  my  entire  time  to  a  specialty  along  these  lines,  or 
should  I  embrace  my  recently  acquired  knowledge  along  with  my 
general  practice?  Recognizing  that  this  subject  was  new,  no  one 
as  yet  attempting  to  practice  it  as  a  specialty,  it  was  clearly  to  be  Scen 
that  one  would  have  to  meet  many  obstacles,  and  "wade  through" 
very  deep  water  before  success  could  be  gained.  However,  it  was 
decided  to  adopt  it  as  a  specialty,  and  to  forsake  the  other. 

I  found  that  the  most  difficult  thing  to  do  after  my  resolution, 
was  to  ignore  the  professional  calls  from  my  former  clientele.  They 
did  not  seem  to  understand  my  refusals  to  attend  them  at  all ;  and  I 
fear  that  I  made  some  enemies  in  the  ranks  of  those  who  had  been 
my  best  friends.  Nor  did  my  professional  friends  seem  to  under- 
stand me  or  my  specialty  for  a  while.  lUit  this  phase  of  the  matter 
soon  disappeared.  The  issue  was  squarely  made  that  they  had  to 
meet.  viz. :    Shall  these  patients  be  referred  to  men  outside  the  pale 
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of  the  profession  or  to  those  that  observed  the  ethics?     The  latter 
course  was  what  they  soon  decided  upon. 

The  next  move,  naturally,  was  to  get  the  fact  before  the  pro- 
fession and  the  people  that  a  new  specialty  was  to  be  considered. 
There  was  living  in  Louisville  at  that  time,  one  who  had  moved  there 
at  the  close  of  the  civil  war,  a  physician  and  surgeon  of  great  repute. 
He  had  been  one  of  the  most  prominent  surgeons  in  the  Confederate 
/\rmy.  I  refer  to  Dr.  E.  S.  Gaillard.  At  this  time  he  was  filling  an 
important  chair  in  one  of  our  leading  medical  schools.  Knowing  him 
to  be  a  man  of  much  sagacity  I  went  to  him  to  ask  his  advice  as  to 
launching  the  new  specialty.  In  a  few  brief  words  he  gave  me  some 
excellent  advice.  In  substance  it  was :  "Write — not  too  much — but 
enough  that  your  brethren  may  understand  what  you  are  doing  and 
that  you  are  competent.  Talk — but  not  too  much — in  the  different 
medical  meetings  for  the  same  reasons.  Attend  the  poor  that  may 
come  to  you :  first,  because  it  is  your  charity  to  do  so,  and  second, 
that  they  may  be  the  means  of  sending  richer  patients  to  you.  Be 
ethical  always."  I  asked  a  close  relation  of  mine,  who  was  at  that 
time  Chief  Justice  of  the  State,  the  same  question  and  he  said:  ''Put 
a  card  in  the  daily  papers  to  let  the  peoj^le  know  what  you  are  doing, 
for  how  else  are  they  to  know."  Isn't  it  strange  that  even  eminent 
men  amongst  the  laity  fail  to  grasp  the  honorable  principles  which 
control  the  medical  profession? 

At  the  expiration  of  the  first  year  in  practice  I  was  oft'ered  the 
lectureship  on  these  diseases  in  the  Hospital  Medical  College.  Thus 
it  was  that  a  medical  college  first  recognized  that  this  subject  was  of 
sufficient  importance  to  be  taught.  Following  this,  after  thirty  years 
in  filling  the  chair  of  surgery  in  two  different  medical  colleges,  a 
clinical  lectureship  on  Proctology  was  attached ;  and  so  the  medical 
students  were  instructed  in  this  branch.  Afterwards,  one  medical 
college  after  another  fell  into  line,  and  today  many  of  the  best  give 
this  instruction.  All  post-graduate  schools  do  so,  and  I  venture  the 
opinion  that  the  special  clinic  for  rectal  diseases  attracts  as  many  or 
more  students  as  do  any  of  the  other  clinics. 

The  only  books  in  print  at  the  time  of  beginning  of  this  specialty 
were:  Allingham,  "Diseases  of  the  Rectum";  Curling,  "Diseases  of 
the  Rectum" ;  \'an  Buren,  "Diseases  of  the  Rectum" ;  and  Boden- 
hamer,  "Contributions".  All  of  these  works  were  small  and  did  not 
pretend  to  give  the  pathology,  etc.,  of  the  diseases  treated. 

After  seventeen  years  in  special  work  the  writer  thought  at  least 
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that  he  should  have  learned  something  from  experience,  and  proceeded 
to  write  his  book  on  "Diseases  of  the  Anus,  Rectum  and  Sigmoid 
Flexure."  By  this  time  considerable  interest  was  being  manifested 
by  the  profession  in  the  study  of  these  diseases,  as  was  attested  by 
the  fact  that  the  publishers  told  me  that  the  book  had  had  the  largest 
sale  of  any  work  on  a  special  class  of  diseases.  I  only  cite  this  to 
show  that  the  profession  at  large  were  eager  for  knowledge  in  this 
special  branch,  for  no  one  recognizes  the  book's  many  imperfections 
more  than  the  author. 

Following  quickly  in  line  were  more  works  on  this  special  subject 
that  gained  immediate  popularity,  and  no  doubt  had  a  greater  sale 
than  my  own.  The  following  distinguished  men  appeared  as  authors : 
Tuttle  (may  his  soul  rest  in  peace),  Gant,  Earle,  Hirschman,  and 
Cooke  (in  press) — all  members  of  this  Society;  and  among  others, 
Kelsey,  Ball,  Allingham  (enlarged),  \^an  Buren,  Bodkin,  Miles  and 
Goodsall,  ]\[ummery,  and  Goodsall  and  Edwards.  Now  I  wish  to 
call  your  attention  to  the  fact  that  these  are  all  voluminous  works, 
covering  nearly  one  thousand  pages  each,  some  of  them  as  large  as 
works  on  general  surgery  or  internal  medicine,  and  this  too  without 
"padding". 

It  can  be  easily  understood  by  any  one  at  all  familiar  with  the 
subject,  why  so  much  had  to  be  written  concerning  this  class  of  dis- 
ease. Firstly,  because  of  their  great  importance ;  secondly,  because 
the  authors  of  elaborate  works  on  general  surgery  or  internal  medi- 
cine failed  to  give  the  subject  necessary  consideration,  or  considera- 
tion at  all.  And,  indeed,  if  considered  at  all,  the  treatment  advised 
was  so  misleading  or  negative  that  it  could  not  be  followed.  For 
instance,  in  referring  to  the  subject  of  fistula-in-ano,  the  author  of 
one  of  the  most  comprehensive  works  on  surgery  says,  "The  operation 
for  fistula-in-ano  consists  in  introducing  a  grooved  director  into  the 
external  opening,  pushing  it  through  the  channel  until  it  is  felt  in  the 
bowel,  the  end  of  the  instrument  brought  out  of  the  anus  on  tip  of 
the  finger  and  all  the  tissues  on  the  director  divided  with  a  sharp 
knife."  I  would  ask  you  gentlemen  how  many  cases  of  fistula  would 
be  cured  after  this  procedure? 

ATany  of  the  leading  medical  journals  to-day  have  an  editor  for 
the  special  department  set  aside  for  the  consideration  of  these  dis- 
eases. You  can  scarcely  take  up  a  medical  preiodical  that  you  do  not 
see  an  article  on  one  or  more  of  these  diseases ;  and  I  assert  with  a 
good  deal  of  pride  that  the  best  of  them  are  written  by  members  of  the 
American  Proctologic  Society. 


Personal  Rcni'misccnccs  ou  Proctology.  71 

This  Society  should  be  very  proud  that  there  is  in  existence  such 
a  splendid  medical  journal  as  The  Proctologist;  and  much  praise  is 
due  its  editor.     Let  us  hope  for  its  continued  success. 

During  my  career  there  was  established  Mathews'  Medical  Quar- 
terly, and  the  editor  soon  realized  what  a  difficult  and  expensive  job 
it  was.  Yet  the  financial  loss  was  more  than  compensated  for  by  the 
fact  that  through  its  agency  many  men  were  enabled  to  tell  many 
proctologic  truths  to  its  readers. 

In  the  beginning  of  the  specialty  the  instruments  for  examina- 
tion were  very  simple  and  crude.  There  were  many  speculse,  but  few 
which  afforded  much  inspection  of  the  bowel ;  no  proctoscope ;  no 
electric  lighted  instruments ;  no  X-ray  machines.  How  fortunate  you 
are  to  have  all  of  these  to  aid  you  in  your  diagnosis  and  treatment. 

After  a  few  years  in  the  practice  of  the  specialty,  I  became  con- 
vinced that  our  investigations  should  extend  to  the  large  bowel ;  that 
the  sigmoid  flexure  is  very  often  the  seat  of  much  trouble.  I  sought 
for  literature  on  the  subject,  but  could  not  find  that  any  local  treat- 
ment had  ever  been  accorded  this  part  of  the  anatomy.  My  investi- 
gation confirmed  my  belief  that  ulcerative  conditions  of  the  flexure 
were  of  frequent  occurrence,  so  in  looking  around  I  found  an  instru- 
ment admirably  adapted  to  the  purpose,  viz.,  the  Wales  bougie.  Sur- 
geon General  Wales  had  used  this,  his  own  device,  for  dilating  strict- 
ures of  the  bowel.  I  soon  found  that  its  use  did  more  harm  than 
good  in  such  cases,  but  that  the  instrument  could  be  used  for  irrigat- 
ing the  colon,  and  was  much  to  be  preferred  to  the  colon  tube  that 
was  used  then  in  the  attempt  to  wash  out,  not  to  treat,  the  colon. 
Hence,  the  title  of  my  book,  "Diseases  of  the  Anus,  Rectum  and  Sig- 
moid Flexure." 

In  the  investigation  of  the  colon  as  a  seat  of  disease  was  un- 
earthed the  fact  that  diverticuli  were  to  be  found  there,  and  that  their 
existence  portended  great  danger.  In  Mathews  on  "Diseases  of  the 
Anus,  Rectum  and  Sigmoid  Flexure"  will  be  found  an  illustrated  case 
where  the  pedicle  of  a  diverticulum  of  the  colon  was  sufficiently  long 
to  permit  its  good  sized  base  to  protrude  from  the  anus. 

Authors  who  wrote  subsequently  to  this  embraced  the  colon  in 
their  study.  And  so  the  specialty  has  evolved  and  increased  in  im- 
portance until  to-day  proctology  must  of  necessity  include  the  whole 
of  the  large  bowel  within  its  purview. 

Nor  can  the  smaller  intestine  be  overlooked  by  the  scientific  in- 
vestigator in  this  line  of  work.     Since  Jackson,  Lane,  and  others  have 
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given  us  the  benefit  of  their  scientific  investigations  relative  to  con- 
stipation, etc.,  we  cannot  ignore  the  Jackson's  veil.  Lane's  kink,  the 
dififerent  malpositions  and  malformations  of  the  abdominal  contents, 
especially  that  of  the  intestine;  and  the  ptoses  and  stases  often  found 
along  said  route ;  and  it  behooves  you  gentlemen  to  profit  by  these  in- 
vestigations and  conclusions.  We  are  fortunate  in  having  the  X-r.iy 
at  hand  to  aid  us  in  making  out  a  clear  diagnosis  of  such  conditions, 
and  yet  I  opine  that  there  may  exist  such  pathology  that  can  only  be 
verified  by  an  exploration  of  the  abdominal  cavity. 

Hence  it  is,  that  the  day  has  passed  when  one  calling  himself  a 
proctologist  can  make  it  suffice  to  operate  only  upon  those  diseases 
that  affect  the  outlet  of  the  rectum,  however  important  they  may  be. 

This  thought,  gentlemen,  leads  me  to  ask  your  indulgence,  and 
your  pardon  for  my  assumption  in  presuming  to  offer  you  some  ad- 
vice before  closing  this  paper.  Not  only  are  your  proceedings 
watched  by  the  entire  medical  profession,  but  the  personnel  of  this 
body  is  also  being  scrutinized.  Men  are  not  likely  to  accept  teachings 
upon  any  subject  save  from  those  whom  they  think  are  able  to  teach 
them.  I  once  heard  of  a  distinguished  internal  medicine  man  refus- 
ing to  consult  with  another  physician,  assigning  as  a  reason  that  he 
only  consulted  with  those  whom  he  thought  knew  at  least  as  much  as 
he  did.  I  am  much  pleased  to  know  that  this  Society  at  present  is  com- 
posed of  a  high  grade  of  material;  men  earnest,  capable,  and  wh3 
have  won  their  spurs  in  professional  life.  But  you  w'ill  permit  me  to 
say  that  your  doors  in  the  future  should  be  carefully  watched  and 
guarded  lest  men  of  less  professional  caliber  and  moral  worth  slip 
in.  You  must  see  to  it  that  none  such  gain  admission.  A  whole  com- 
munity, yea,  a  whole  state,  will  judge  of  the  worthiness  of  this 
Society  by  the  representative  of  it  who  locates  in  their  midst.  If  he 
be  incompetent  and  of  low  grade,  so  will  you  be  judged  accordingly 
as  a  whole.  See  to  it  that  your  membership  comes  only  from  the 
ranks  of  men  made  competent  by  long  study  and  constant  application 
in  proctologic  work. 

So  to  sum  up  this  disjointed  paper: — The  writer  is  profoundly 
impressed  with  the  importance  of  your  work  and  the  results,  and  he 
congratulates  himself  upon  having  been  a  pioneer  in  helping  to  estab- 
lish this  specialty.  He  is  more  than  gratified  to  witness  the  recogn:- 
tion  of  it  by  all  right  thinking  men.  He  reverts  to  the  days  when 
this  important  class  of  diseases  received  but  scant,  attention,  and  re- 
views with  pleasure,  to-day,  that  there  is  scarcely  a  community  that  is 
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not  within  touch  of  some  one  competent  to  give  them  relief.  He 
recalls  the  time  when  the  subject  received  no  attention  by  the  faculty 
of  any  medical  college ;  now  he  recognizes  that  nearly  all  colleges  and 
all  post-graduate  schools  embrace  its  teaching  in  their  curriculum. 
He  remembers  that  when  he  first  engaged  in  the  study  and  practice 
of  the  specialty  the  literature  w^as  scant  indeed ;  and  now  he  scarcely 
ever  takes  up  a  medical  journal  but  what  he  has  the  pleasure  of  see- 
ing some  article  on  things  proctologic.  The  books  in  those  days  were 
few  and  very  small ;  to-day  we  have  as  many  as  a  score  of  authors, 
and  their  books  often  contain  a  thousand  pages.  Then  the  only 
instrument  was  a  rectal  speculum  with  which  to  make  examinations ; 
now  we  have  proctoscopes  galore,  with  or  without  electric  lights,  and 
of  any  length,  making  it  possible  to  explore  the  colon ;  then,  too,  now 
we  have  the  X-ray  to  aid  in  making  more  difficult  diagnoses.  And, 
gentlemen,  you  are  to  be  especially  congratulated  that  you  have  a 
medical  journal  which  is  devoted  exclusively  to  these  diseases. 

Is  it  any  wonder  then  that  one,  who  has  been  at  the  helm  ever 
since  the  craft  was  launched,  is  filled  with  pride  as  he  sees  it  so  gal- 
lantly and  successful  riding  the  waves  of  prosperity.  He  has  recog- 
nized for  some  time  that  his  hand  is  slipping  away  from  the  helm, 
and  that  his  place  is  being  filled  by  those  much  abler  to  steer  it  in 
the  future  than  he.  It  gives  him  much  joy  to  salute  so  lusty  and  com- 
petent a  crew ;  and  as  he  retires  to  private  life  he  will  watch  your 
sailings,  and  he  trusts  that  his  eyes  may  never  grow  so  dim  that  he 
cannot  sight  the  ship  afloat.  The  editor  has  done  me  the  compliment 
of  calling  me  the  "Father  of  Proctology".  If  you  accept  this,  then 
permit  me  to  say,  as  the  parent  who  in  leaving  his  family  would  say, 
"Bless  you,  my  children,  bless  you." 


Z-PLASTIC  OPERATION  FOR  AXAL  STRICTURE. 
William  M.  Beach.  M.D., 

PITTSBURGH,   PENNSYLVANIA. 

Extensive  cicatrices  resulting  from  trauma,  and  involving  the 
partial  or  entire  anal  circumference,  not  infrequently  resist  the  usual 
methods  employed  to  restore  the  physiological  function  of  the  anus. 

The  practice  of  dividing  the  fibrous  band  at  right  angles  in  the 
posterior  commissure  invites  extensive  traumatism,  disordered   func- 
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ticn,  deformity,  and  failure  to  cure  the  stricture.  The  method  of  dis- 
secting up  the  mucosa  in  the  anal  canal  and  suturing  it  to  the  skin  is 
a  questionable  procedure  for  securing  functional  efficiency. 

I  was  interested  in  observing  an  operation  to  remove  a  cicatrix 
of  the  lip,  by  Dr.  S.  L.  McCurdy,  of  Pittsburgh,  where  he  used  his 
Z-plastic  method.  The  scar  tissue,  the  result  of  a  burn,  involved 
about  two-thirds  of  the  oral  circumference,  with  a  corresponding 
deformity.  Seeing  the  splendid  result  achieved,  both  functional  and 
cosmetic,  and  an  analogous  condition  being  so  strikingly  present  in 
one  of  my  cases  of  anal  stricture,  I  at  once  determined  to  apply  the 
principle  in  the  operative  treatment  of  the  same. 

The  principle  underlying  the  procedure  is  the  transposition  of 
tissue  in  such  manner  as  to  obliterate  the  crest  of  the  fibrous  band. 
The  first  incision  is  made  along  the  crest  of  such  a  band;  then  in- 
cisions are  made  at  right  angles  from  both  ends,  running  in  opposite 
directions ;  thus  forming  an  incision  resembling  the  letter  Z.  The 
flaps,  thus  outlined,  are  dissected  up.  transposed,  and  sutured.  A'ari- 
ous  modifications  are  permissible,  according  to  the  extent  of  the 
stricture. 

The  application  of  this  method  may  appear  impractical  in  many 
cases  of  anal  stricture,  but  I  believe  the  various  modifications  of  the 
principle  will  eliminate  most  of  the  difficulty.  In  the  case  of  an 
annular  stricture,  it  would  probably  be  better  to  operate  one-half  the 
circumference  at  one  sitting;  completing  the  work  at  a  future  date. 
Hovv-ever.  this  is  only  the  expression  of  an  opinion,  since  my  experi- 
ence in  the  use  of  this  method  is  not  sufficient  to  indulge  in  cer- 
tainties. 

The  following  case  is  the  only  one  in  which  I  have  had  the  op- 
portunity to  apply  this  method:  M.  K.,  age  35;  mining  inspector; 
referred  to  me  by  Dr.  O. ;  has  an  annular  stricture  the  result  of  a 
clamp-and-cautery  operation  for  hemorrhoids.  Though  the  fibrous 
band  extended  around  the  entire  circumference,  the  densest  portion 
was  on  the  left  side,  which  alone  was  operated  with  splendid  result. 
The  use  of  dilators  once  a  week  for  two  months  aided  greatly  in 
restoring  normal  tissues  and  function.  Patient  was  anesthetized 
October  22,  1912.  in  the  Presbyterian  Hospital,  Pittsburgh;  anal 
canal  divulsed  and  everted,  and  an  incision  made  along  the  crest  of  the 
band  on  the  left  side  at  the  muco-cutaneous  junction,  extending  from 
the  anterior  to  the  posterior  commissure ;  flaps  were  outlined  on  the 
inner   and    outer   side    of   the     crest     incision     and     dissected    uj)    to 
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the  edge  of  the  cicatrix,  transposed,  and  sutured.  There  was  no 
difficulty  in  approximating  the  margins,  the  healing  of  which  obliter- 
ated the  stricture.  In  this  case  the  ends  healed  by  second  intention, 
but  with  no  untoward  results.  Linen  suture  material  was  used;  left 
long  to  facilitate  subseciuent  removal. 

In  conclusion,  I  may  state  that  McCurdy  claims  these  advantages 
for  his  method : 

1.  That  the  central  part  of  the  tissues  operated  upon  is  always 
covered  with  normal  skin,  or  healed  cicatricial  tissue,  and  that  repair 
takes  place  in  the  center  without  further  contraction  of  the  original 
scar. 

2.  That  when  sufficient  skin  cannot  be  secured  to  cover  the 
entire  surface  of  the  wound  caused  by  the  operation,  the  uncovered 
portions  are  at  the  ends  of  the  scar,  or  at  points  where  -there  is  little 
danger  of  cicatricial  bands  reforming  to  produce  the  original  de- 
formity. 

DISCUSSION. 

Dr.  James  A.  MacMillan,  of  Detroit,  Michigan:  As  to  3'our  operation, 
was  the  outlet  of  the  anus  smaller  immediately  after  the  operation?  Say  the 
caliber  of  your  anus  is  the  size  of  a  lead  pencil,  after  your  operation  was 
it  smaller  or  larger? 

Dr.  Beach:  There  was  some  contraction.  The  anus  did  not  heal  by 
primary  intention.  After  it  had  healed,  the  opening  was  patulous.  I  just 
wanted  to  bring  this  before  the  gentlemen.  I  have  tried  it  on  only  one 
case,  and  I  felt  rejoiced  at  the  result  and  would  like  to  have  the  members 
try  it. 


SPHINCTERIC  ATROPHY:  CAUSES,  CONSEQUENCES  AND 

TREATMENT. 

Bv  R.VLPii  W.  Jackson,  M.D., 

FALL    RI\LK,    MASSACHUSETTS. 

Sphincteric  hypertrophy  as  a  source  or  sequence  of  rectal  path- 
ology is  a  topic  for  frecjuent  and  perhaps  undue  discussion,  but  there 
is  an  antithesis  which  is  (juite  as  much  in  evidence  and  about  which 
one  finds  too  little  said.  Sphincteric  atrophy  is  both  a  cause  and  an 
effect  of  numerous  unpleasant  conditions.  Furthermore  the  former 
state  is  definitely  easier  to  correct  than  the  latter.  Incision  and 
divulsion  are  much  simpler  and  more  effective  treatment  for  a  hyper- 
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tonic  muscle,  than  attempti  to  repair  a  damaged  or  to  regenerate  an 
atrophied  sphincter. 

It  is  scarcely  necessary  to  review  the  anatomical  structure  of  the 
sphincters,  which  is  sufficiently  familiar  to  all,  but  some  consideration 
of  their  nerve  control  and  physiology  and  the  function  of  defecation 
will  open  the  way  for  matters  to  follow. 

The  musculature  of  the  anus  and  rectal  ampulla  is  innervated 
through  the  sympathetic,  and  from  the  spinal  cord  through  the  sacral 
nerves.  Fibers  of  the  two  systems  are  so  combined  and  the  com- 
plexity of  distribution  is  such  as  to  defy  exact  anatomical  demonstra- 
tion of  the  specific  nerve  trunks  which  carry  the  various  afiferent  and 
efferent  impulses  responsible  for  the  functional  activities  of  the  parts. 
But  there  is  no  doubt  that  the  sympathetic  exercises  motor  and 
trophic  control  of  the  unstriated  muscles  involved  in  the  first  or  in- 
voluntary part  of  the  act  of  defecation ;  and  further  that  centers  in 
the  conus  terminalis  exert  similar  control  over  the  striated  muscles 
of  the  pelvic  diaphragm  concerned  in  the  second  or  involuntary  part 
of  defecation,  which  centers,  like  all  other  lower  neurons,  are  subject 
to  cerebral  inhibition  and  stimulation. 

The  following  may  be  stated  in  the  way  of  physiological  differen- 
tiation. The  two  sphincters  differ  widely  in  control  and  function. 
The  internal  is  closely  allied  to  the  circular  muscular  fibers  of  the 
intestine  and  is  more  or  less  continuous  with  them ;  is  likewise  con- 
trolled by  the  sympathetic ;  is  normally  in  a  state  of  tonic  contraction ; 
and  is  nature's  most  important  safeguard  against  fecal  mishaps.  We 
all  know  that  it  cannot  be  damaged  with  impunity.  The  external 
sphincter  is  a  genuine  part  of  the  skeletal  muscles ;  is  likewise  con- 
trolled by  the  central  nervous  system,  and  therefore  largely  volun- 
tary ;  is  normally,  unless  constantly  irritated,  in  a  state  of  compara- 
tive relaxation ;  and,  together  with  the  levators,  is  a  safeguard  against 
the  involuntary  dilatation  of  the  internal  sphincters  at  inconvenient 
times.  We  know  that  it  can  be  damaged  with  considerable  impunity. 
The  levator  ani  muscles  co-ordinate  with  the  External  sphincter  and 
with  practically  synchronous  action,  whether  we  will  or  not.  In  fact, 
in  the  absence  or  disability  of  the  latter,  a  goodly  portion  of  its  duty 
may  be  performed  by  the  levators. 

Defecation  reflexes  start  ordinarily  in  the  ampulla  of  the  rectum 
and  are  due  to  one  or  both  of  two  factors.  Normally  the  sigmoid  is 
the  site  of  fecal  accumulation,  and  the  usual  teaching  has  been  that 
the  dropping  of  portions  of  this  on  to  the  ampullar  floor  just  above 
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the  anus  excites  the  sensory  terminals,  assumed  to  be  there,  whereby 
reflex  relaxation  of  the  internal  sphincter  results  through  the  sympa- 
thetic, i.e.,  the  first  part  of  defecation.  This  fairly  explains  the  in- 
ception of  the  act  and  is  perhaps  in  some  measure  true.  But  since 
Hertz  has  proved  that  the  tactile  sense  of  the  rectum  is  practically 
nil,  a  more  adequate  explanation  of  the  origin  seems  to  be  found^  in 
his  contention  that  "the  call  to  defecation  is  a  specialized  form  of 
visceral  muscle  sense",  i.e.,  that  ampullar  distension  by  the  feces  and 
their  gases  excites  the  desire  and  will  be  efficient  in  direct  proportion 
to  the  tonicity  of  the  circular  muscle  fibers  and  the  strength  of  their 
reaction.  In  proof  of  this,  witness  the  sharp  resi)onse  to  the  gas  gen- 
erated by  the  injection  into  the  rectum  of  a  ciuantity  of  hydrogen 
peroxide  too  insignificant  to  affect  the  tactile  sense  of  the  mucosa. 
Disturbances  of  the  above  mechanism  often  cause  trophic  changes 
in  the  anal  musculature  and  probably  more  frequently  of  the  degen- 
erative type. 

The  second  part  of  defecation  is  the  action  of  the  levators  and 
external  sphincter,  and  counter-pressure  by  the  abdominal  muscles, 
etc.,  which  action  is  aroused  by  central  nervous  reflexes  through  the 
lumbar  center.  We  are  inclined  to  query  whether  these  do  not  always 
originate  in  the  anus,  i.e.,  whether  normally  the  entrance  of  some 
fecal  matter  into  the  canal  through  the  already  relaxed  internal 
sphincter  is  not  necessary  to  excite  this  part  of  defecation.  Hertz 
has  shown^  "that  the  rectum  is  insensitive",  but  "the  anal  canal  is 
sensitive  to  stimulation  by  glycerine"  with  subsequent  call  to  stool. 
Therein  are  certainly  sensory  terminals  of  marked  power  to  excite 
sphincterlc  spasm.  We  are  all  familiar  with  the  muscular  over-growth 
resulting  from  the  constant  irritation  of  chronic  fissures,  cryptitis,  the 
oxyuris.  etc.  In  the  opinion  of  many  the  anal  papillae  are  sensoiy 
bodies.  When  enlarged  they  are  hypersensitive  to  the  touch  and 
almost  always  accompanied  by  tight  sphincters;  their  removal  relieves 
much  of  the  pain  and  it  is  reasonable  to  infer  that  they  have  much  to 
do  with  the  change  in  the  muscles.  In  general  it  would  seem  that  intra- 
anal  pathology  tends  rather  to  increase  than  to  diminish  the  tonus  of 
the  sphincters. 

All  muscular  tissue  hypertrophies  with  use  and  atrophies  with 
disuse.  There  are  no  muscles  in  the  body  which  obey  this  law  more 
promptly  or  with  more  unpleasant  consequences  than  the  anal  sphinc- 
ters. Atrophy  without  disuse  may  arise  from  direct  interference 
with  the  trophic  centers,  either  sympathe'^ic,  of  which  we  know  noth- 
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ing,  or  central,  of  which  we  have  some  definite  knowledge ;  but  the 
disuse,  partial  or  complete,  incident  to  most  of  the  causes  of  atrophy 
will  be  found  to  play  the  major  part  in  the  degenerative  change. 
For  convenience  of  classification  the  causes  may  be  grouped  as  con- 
genital, coincidental  with  general  debility,  traumatic,  and  nerve. 

Nature  sometimes  begins  early  to  create  conditions  favoring 
sphincteric  debility.  They  are  found  in  the  two  extremes  of  faulty 
embryonic  development,  viz.,  imperforate  anus  and  the  cloaca  of  a 
common  anal  and  vaginal  orifice. 

In  the  former,  if  there  be  but  a  mere  membrane  between  the 
rectal  ampulla  and  the  anal  orifice,  there  is  little  possibility  of  serious 
danger  in  the  necessary  operative  interference.  If  there  is  much 
thickness  of  tissue  between,  it  means  that  the  gut  has  never  approxi- 
mated the  anus,  and  that  there  will  be  practically  no  development, 
even  rudimentary,  of  the  internal  sphincter,  which  it  must  be  borne 
in  mind,  is  really  a  prolongation  of  the  circular  muscular  fibers  of 
the  rectum.  The  external  muscle  only  will  be  present,  and  no  process 
can  develop  an  internal  one  out  of  nothing.  If,  on  the  other  hand,  an 
unnatural  fistulous  opening  occurs  in  the  vagina,  perineum,  scrotum 
or  elsewhere,  the  conditions  become  the  same  as  in  some  of  the  worst 
types  of  acquired  fistula  in  adults,  and  the  prognosis  as  to  control  is 
equally  uncertain,  because  no  satisfactory  surgery  can  be  done  which 
does  not  sever  the  sphincters  and  other  tissues  intervening  between 
the  anus  and  the  imnatural  opening. 

In  case  of  congenital  common  ano-vaginal  orifice,  nature  has 
already  severed  both  sphincters  and  probably  the  levators.  The  mus- 
cular fibers  are  present  only  in  rudimentary  form,  and  one  needs  no 
more  than  one  trial  to  appreciate  the  obstacles  in  the  way  of  plastic 
work  to  give  continence. 

Sphincteric  weakness  is  often  a  part  of  general  muscular  de- 
bility. It  is  quite  commonly  seen  in  poorly  nourished  infants  and 
improves  along  with  general  gain  in  muscular  strength  and  adi- 
pose tissue.  In  the  feeble  and  emaciated  senile  patient  the  sphinc- 
ters often  seem  scarcely  more  than  a  cord.  At  either  age  the  condi- 
tion predisposes  to  some  degree  of  anal  or  rectal  prolapse ;  and  of 
this  more  later.  The  exhaustion  of  extreme  illness  leads  to  fecal 
incontinence  partly  through  actual  decrease  of  sphincteric  substance 
and  partly  through  interference  with  the  nerve  control. 

The  traumatic  causes  of  sphincteric  degeneration  are  either  opera- 
tive or  non-operative,  and  chiefiy  protologic  or  obstetric,  or  due  to 
over  stretching. 


Sphinctcric  Atrophy.  79 


The  perfectly  legitimate  procedure  of  incision  of  the  external 
sphincters  for  fissure,  or  of  that  and  possibly  of  the  internal  as  well 
for  fistula,  is  performed  but  with  disastrous  results  on  account  of 
faulty  method  or  after  care.  The  severed  ends  are  not  properly 
approximated  because  the  fibers  have  been  cut  obliquely  instead  of 
radially  ;  or,  in  place  of  being  united  by  a  well  developed  wedge  of 
granulation  tissue  filling  the  cut,  they  are  kept  apart  by  a  sulcus 
resulting  from  one  of  two  causes,  either  the  hemorrhoidal  overhang, 
which  occurs  on  each  side  of  any  incision  through  the  sphincters,  has 
not  been  trimmed  ofif  but  allowed  to  dip  down  into  the  cut,  or  the 
mucosa  from  the  edges  has  been  permitted  to  follow  its  certain 
tendency  to  proliferate  faster  than  the  granulations  from  the  bottom. 
In  such  cases  the  muscles  contract  inefficiently,  fall  into  partial  dis- 
use, and  in  time  the  consec[uent  atrophy  is  only  too  apparent. 

Similar  and  more  marked  and  extensive  structural  changes  result 
from  common  obstetric  injuries.  The  fact  is  well  known  that  cutting 
the  sphincters  forward  into  the  female  perineum  involves  more  risk 
of  impaired  continence  than  incision  through  one  of  the  posterior 
anal  quadrants.  How  much  more  so  then  such  injuries  as  complete 
perineal  laceration  with  severance  of  both  sphincters  and  levators? 
The  obstetrician's  immediate  repair  rarely  brings  the  sphincters  into 
proper  apposition  and  is  usually  followed  by  a  flabby  anus,  which  does 
not  improve  with  age  and  favors  hemorrhoidal  protrusion.  If  pri- 
mary perineorrhaphy  fails  or  is  criminally  neglected  and  the  gyne- 
cologist attempts  it  long  afterward,  he  finds  all  the  muscles  atrophied 
almost  to  the  point  of  being  unrecognizable,  and  his  operation,  while 
perhaps  afifording  adequate  support  for  a  rectocele,  rarely  produces 
an  anus  with  thoroughly  satisfactory  function. 

Rarely  overdivulsion  at  operations  has  produced  permanent 
sphincteric  injury  and  impairment  of  function ;  but,  however  rare, 
we  feel  that  undue  stress  is  generally  laid  on  the  necessity  for  vigor- 
ous divulsion  in  all  anal  surgery.  Our  rule  is  to  do  it  to  an  extent 
directly  proportionate  to  the  amount  of  muscular  tonicity  ascertained 
by  digital  examination  before  the  anesthesia.  It  might  well  be 
omitted  entirely  in  many  cases  where  it  is  done. 

The  protrusion  of  internal  hemorrhoids  is  frequently  favored  by 
sphincteric  laxity ;  but,  when  chronic  and  allowed  to  protrude  long 
or  continuously,  their  action  becomes  one  of  constant  divulsion  with 
eventual  semi-paralysis,  inactivity  and  decrease  in  sphincteric  sub- 
stance.    Palpation  for  the  muscles  while  the  piles  are  protruded  is 
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almost  negative,  and,  after  reduction,  shows  extreme  laxness  with  no 
contractile  power.  There  is  very  little  left  to  contract.  Hemorrhoid 
operations  in  the  more  exaggerated  cases  of  this  type  are  very  liable 
to  be  followed  by  recurrence. 

The  occurrence  of  procidentia  in  infants  and  adults  has  already 
been  suggested  as  well  as  its  usual  association  with  general  muscular 
atonicity ;  but,  whatever  the  degree  of  the  procidentia,  when  once 
existent,  the  reaction  on  the  sphincters  is  to  reduce  their  tone  still 
further  just  as  in  the  case  of  the  continuously  protruded  piles.  A 
vicious  circle  has  been  established :  the  atrophy  favors  the  prolapse ; 
the  prolapse  aggravates  the  atrophy.  The  sphincteric  inadequacy  has 
much  to  do  with  the  flat  failure  of  much  of  the  operative  work  for 
this  condition. 

From  the  side  of  the  sympathetic  very  little  can  be  said  of  the 
nerve  causes  of  sphinteric  atrophy,  except  in  so  far  as  the  inception 
of  the  reflexes  is  palpably  interfered  with.  We  conceive  of  stricture 
of  the  rectum  as  producing  exactly  this  condition.  Stenosis  above 
the  anus,  due  to  malignant,  specific  or  other  disease,  in  almost  all 
cases  finally  produces  degeneration  of  the  internal  sphincter,  and 
secondarily  of  the  voluntary  muscles.  The  stricture  obstructs  the 
onward  progress  of  the  feces ;  the  normal  excitation  of  the  defecatory 
reflexes  is  thus  lost ;  the  sphincters  have  only  to  transmit  the  ooze 
which  comes  through  the  contraction,  become  practically  functionless 
and  promptly  begin  to  degenerate :  finally  even  the  ooze  is  retained 
with  difficulty.  The  diminished  blood  supply  and  nutrition  below 
the  stenosis  may  also  have  some  bearing  on  the  atrophy.  The  mark- 
edly patulous  anus  is  characteristic,  and,  along  with  other  symptoms, 
may  be  valuable  suggestive  evidence  of  malignancy  to  the  general 
practitioner  and  prompt  him  to  overcome  his  usual  reluctance  to 
make  an  intra-rectal  examination. 

From  the  side  of  the  cerebro-spinal  system  considerable  can  be 
said  in  regard  to  change  in  sphincteric  structure.  "Disturbance  in  the 
action  of  the  bladder  and  rectum  occurs  in  almost  all  forms  of  spinal 
cord  disease,  and  therefore  is  not  diagnostic  of  any  special  pathological 
lesion  or  its  location."'^  Physiological  experiments  by  section  of  the 
cord  at  various  points  have  shown"*  the  reason  for  known  clinical  facts 
Disease  or  injury  at  any  level  does  not  interfere  with  the  involuntary 
control  of  the  internal  sphincter ;  the  only  exception  being  the  imme- 
diate and  temporary  results  occasionally  following  the  shock  of 
trauma  or  acute  cerebral  congestion.     Disease  above  the  sphincteric 
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centers  means  anesthesia,  automatic  defecation  without  power  of 
cerebral  inhibition  or  augmentation,  and  may  even  accentuate  the  ex- 
ternal sphincter  tonus  because  of  lost  inhibition  of  trophic  control. 
But  disease  at  or  below  the  sphincteric  centers  means  anesthesia,  con- 
tinence maintained  only  by  the  internal  muscle,  and  atrophy  of  the 
external  sphincter  because  of  lost  trophic  control  and  disuse  from 
paralysis.  The  prognosis  for  all  of  these  cord  lesions  and  for  the 
consequent  muscular  deficiency  is  poor.  Many  are  of  course  of  luetic 
origin  and  of  the  myelo-malacic  t_\-pe.  and,  to  some  extent  therefore, 
amenable  to  treatment. 

In  general  degeneration  of  both  the  voluntary  or  involuntary 
portions  are  more  or  less  simultaneous,  but  rarely  one  sphincter  may 
be  present  and  the  other  nearly  or  ([uite  absent. 

A  few  cases  have  been  noted  where  the  external  muscle  is  want- 
ing. Apparently  the  condition  is  congenital,  or  may  it  not  be  possible 
that  there  has  been  some  interference  with  its  trophic  control  either 
at  the  center  in  the  cord  or  between  there  and  the  periphery,  with  ulti- 
mate disappearance  of  the  muscle?  The  results  are  not  serious,  the 
unstriated  control  being  good  and  the  levators  giving  partial  voluntary 
control. 

When  the  other  condition  pertains  of  absence  of  internal  sphinc- 
ter, it  may  be  congenital  (as  already  stated)  in  the  case  of  imper- 
forate anus  with  undescended  rectum,  or  conceivably  it  might  have 
degenerated  through  some  trophic  fault  of  the  sympathetic.  But 
practically  always  it  is  the  result  of  trauma  from  too  deep  dissection 
in  an  unskillful  Whitehead  operation  or  other  similar  cuff  removal 
of  the  lower  end  of  the  bowel.  The  results  of  this  condition  are  un- 
pleasant enough,  and  the  patient  follows  the  operator  about  like  a 
specter  seeking  relief.  The  normal  involuntary  control  is  gone,  and 
the  continual,  conscious  ''holding  on",  unless  the  bowels  are  consti- 
pated, is  a  poor  substitute. 

The  consequences  of  sphincteric  atrophy  have  been  apparent  in 
the  enumeration  of  the  causes.  Primarily  they  are  local  and  suf- 
ficiently serious  there,  but  secondarily  ma}'  be  so  far-reaching  and 
detrimental  to  the  patient's  physical  and  mental  welfare  that  life  may 
become  almost  a  burden.  A  poorly  functionating  natural  anus  may 
become  even  a  greater  nuisance  than  an  efficient  colostomy.  The  fol- 
lowing notes  present  a  not  unfamiliar,  though  extreme,  picture  of 
symptoms  liable  to  appear  in  any  degree  of  sphincteric  inadequacy : 
Mrs.  R.,  of  the  upper    working  class,  middle  age    and  no  organic 
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troubles,  fifteen  years  before  had  a  severe  breach  delivery,  complete 
perineal  laceration  through  the  levators,  with  immediate  but  unsuccess- 
ful attempts  at  repair.  Results  are  absolute  incontinence  of  flatus  and 
feces ;  patient  became  a  recluse  and  a  household  drudge,  emaciated, 
anemic,  and  melancholic.  \\'ith  difficulty,  out  of  the  few  remaining 
muscular  elements  the  perineum  was  repaired,  and  with  adequate 
anal  control.  Results  were  a  gain  of  thirty  pounds  in  three  months, 
and  complete  restoration  of  health  and  social  enjoyment.  A  pleas- 
ing picture,  but  the  outcome  is  not  always  as  successful  in  attempts 
at  sphincteric  restoration. 

The  treatment  of  such  conditions  must  be  preventive  or  restora- 
tive. Neither  can  amount  to  much  in  atrophies  and  lost  function  re- 
sulting from  faulty  innervation  and  cord  involvement,  where  local 
measures  are  useless,  and  the  treatment  of  the  disease,  whether 
medical  or  surgical,  too  often  equally  so.  Cases  of  syphilitic  origin, 
however,  carry  a  somewhat  more  favorable  prognosis.  But  pre- 
vention or  restoration  may  accomplish  much  in  cases  arising  from  the 
other  causes  mentioned,  especially  the  traumatic. 

The  minimizing  of  all  trauma  is  the  first  necessity.  Many  of  the 
common  obstetric  injuries  are  in  part  avoidable.  But  the  necessity 
for  severing  one  or  both  sphincters  in  fistula  operations  and  the  tedious 
granulation  process  following,  are  one  of  the  most  prolific  causes  of 
later  muscular  degeneration.  The  most  crying  need  in  rectal  surgery 
is  for  some  really  practical  operation  that  will  do  away  with  the  neces- 
sity for  sphincteric  incision.  Various  procedures  have  been  proposed 
to  this  end,  but  none  are  free  from  objection.  One  of  the  most  feasi- 
ble is  the  recently  published^  method  of  Elting's,  whereby  he  adapts 
the  Whitehead  operation  to  the  purpose. 

Given  the  muscular  trauma,  the  next  necessity  is  immediate  and 
accurate  repair,  to  forestall  the  inevitable  result  of  partial  disuse  and 
atrophic  structural  change.  Otherwise  later  attempts  at  restoration 
are  difficult  or  futile  with  the  shrunken  materials  available. 

Given  unrepaired  trauma  and  much  structural  loss  of  the  peri- 
anal muscles,  the  problem  of  securing  continence  is  one  either  of 
restoration  or  of  substitution  of  other  structures  for  the  damaged 
muscles.  They  must  be  recognized  and  approximated  as  closely  as 
possible ;  but,  practically,  in  all  such  surgery  we  depend  for  much  of 
our  result  on  cicatricial  contraction  of  the  parts  united,  producing  a 
partial  stenosis  of  the  anal  canal.  This  with  the  little  that  may  be  left 
of  the  internal  sphincter  gives  the  only  substitute  that  can  be  had  for 
the  normal  unconscious  control  of  that  muscle. 
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The  loss  of  voluntary  control  is  met  by  a  similar  use  of  cicatrix 
and  attenuated  external  sphincter.  But  if  that  muscle  be  wanting, 
resort  must  be  had  to  substitution,  and  in  this  way  much  can  be  done 
by  close  approximation  of  the  levators.  Even  in  the  almost  complete 
absence  of  sphincteric  substance  in  congenital  common  recto-vaginal 
orifice,  very  satisfactory  control  has  been  given  by  utilizing  this  prin- 
ciple. Tuttle  recounts^  the  operation  of  Chetwood,  which  uses  strands 
of  the  gluteus  maximus  from  each  side  to  cross  and  surround  the 
anus.  Data  are  wanting  of  the  successful  employment  of  this  in- 
genious plastic  work ;  and  indeed  in  five  cases  so  operated  by  that 
surgeon,  Lynch  states''  that  the  results  were  definitely  unsatisfactory. 

There  remains  the  question  of  the  restoration  of  sphincters  at- 
tenuated by  long  continued  divulsion  by  chronic  protruding  piles  or 
prolapse.  With  such  sphincters  the  recurrence  of  hemorrhoids  even 
after  thorough  removal  is  very,  common.  The  muscles  may  give  fair 
fecal  control  but  do  not  afford  sufficient  support  to  prevent  the 
natural  tendency  to  outward  protrusion  of  the  hemorrhoidal  zone. 
Faithful  voluntary  exercise  of  the  muscles  of  the  pelvic  diaphragm 
and  faradism  seem  to  restore  some  of  the  tone  to  the  enfeebled  mus- 
cles. And  every  effort  must  be  made  to  increase  the  patient's  general 
weight,  and  thereby  the  amount  of  peri-anal  fat  which  helps  so  much 
to  support  the  anal  walls.  Surgically  it  may  be  possible  to  shorten 
the  muscle  under  cover  of  a  dissected-up  flap  of  anal  mucosa,  but  the 
value  of  this  is  doubtful. 

The  prognosis  in  all  cases  of  sphincteric  deficiency  is  somewhat 
uncertain ;  and  the  elements  that  make  for  that  uncertainty  are  varied 
and  the  information  considerably  scattered.  Some  of  this  discussion 
may  have  been  trite  to  you,  who  are  daily  doing  rectal  work,  but  we 
hope  that  it  may  have  summarized  in  a  way  useful  to  the  general 
practitioner  the  facts  in  regard  to  this  very  troublesome  phase  of  his 
occasional  proctologic  work. 
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DISCUSSION. 

Dr.  Rollin  H.  Barnes,  of  St.  Louis,  Missouri:  I  am  always  interested 
when  it  comes  to  the  subject  of  physiology,  of  the  control  of  the  lower 
part  of  the  bowel.  I  think  a  great  deal  of  it  is  composed  of  a  great  many 
things  that  are  purely  theoretical.  A  great  many  cases  of  atrophy  are  due 
to  the  general  muscular  development  of  the  patient,  and  when  we  come 
to  consider  the  restoration,  it  depends  a  great  deal  upon  the  general  mus- 
cular makeup.  I  remember  one  case  of  fistula  where  the  whole  anal 
region  was  involved,  both  ischio-rectal  fossae,  both  superior  pelvi-rectal 
spaces,  and  the  patient  had  suffered  for  years.  Tlie  external  sphincter 
was  no  more  or  less  than  scar  tissue,  but  the  patient  was  large,  a  muscular 
man,  and  by  bringing  down  the  internal  sphincter  to  the  skin  and  by 
drainage  on  the  sides  this  man  got  well  with  control.  When  he  meets  me 
he  always  tells  me,  "that  he  had  incontinence  when  he  came  to  me".  His 
internal  sphincter  does  the  work  because  it  is  well  developed.  We  have  to 
consider  the  muscular  development  when  we  attempt  to  restore.  When 
we  divide  the  sphincter  and  increase  scar  tissue  in  order  to  correct  atony, 
make  it  smaller,  we  get  ourselves  into  trouble,  and  a  number  of  these 
operations  are  not  very  satisfactory. 

Dr.  Ralph  W.  Jackson,  of  Fall  River,  Massachusetts:  I  have  nothing 
in  particular  to  add  except  to  lay  further  stress  on  the  opinions  which  I  ex- 
pressed in  discussing  Dr.  Barnes'  paper  this  afternoon.  In  that  fistula 
case,  one  of  the  worst  that  could  be  put  up  to  a  surgeon,  which  was  the 
text  of  my  paper  last  year,  and  which  I  am  now  just  completing,  I  tried 
every  possible  half-waj"  measure  to  avoid  cutting  the  sphincters,  but  in  the 
end  found  it  unavoidable.  Yet  the  result,  so  far  as  continence  is  concerned, 
is,  in  spite  of  entire  and  wide  separation  of  the  sphincteric  ends,  surprising; 
which  I  attribute  to  the  great  development  of  fat,  peri-anal  and  general, 
the  close  approximation  of  the  buttocks,  and  general  improvement  in 
weight  and  health,   since   I  first  took  the  case,  about   fifteen  months  ago. 
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OLD  INSTRUMENTS  PRESENTED. 
Ralph  \V.  Jackson,  M.D., 

FALL   RIVER,    MASSACHUSETTS. 

The  instruments,  shown  in  the  accompanying  illustration,  are  over 
fifty  years  old,  and  were  made  to  treat  one  or  more  cases  of  rectal  or 
anal  stricture  by  Dr.  James  L.  Wellington,  of  Swansea,  a  village  of 
some  historic  interest  in  colonial  times,  and  situated  a  few  miles  from 
Fall  River.  Surgical  supply  houses  were  far  away,  or  perhaps,  even 
if  accessible,  would  not  have  had  suitable  instruments ;  and  the 
doctor's  own  ingenuity  met  the  demand.     The  bougies,  which,  it  will 


be  noted,  are  of  roughly  graduated  sizes,  are  made  of  old-fashioned 
diachylon  wound  about  a  core.  Further  stretching  was  accomplished 
by  the  dilator,,  which  is  really  a  clever  bit  of  construction  from  wood 
and  metal,  and  works  somewhat  on  the  principle  of  the  modern  Otis 
urethral  dilator.  It  might  even  now  be  used  for  the  purpose  for 
which  it  was  intended  and  produce  equally  satisfactory  results.  Dr. 
Wellington  improvised  instruments  for  work  in  other  lines,  but  these 
are  of  interest  of  course  to  the  proctologist.  The  doctor  is  still  living 
in  his  ninety-sixth  year,  and  active,  mentally  and  physically,  and  still 
doing  a  little  office  work.  Of  further  interest  is  the  fact  that  he  is 
the  oldest  graduate  both  of  the  Harvard  Medical  School  and  of  the 
Harvard  Academic  Department. 
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FURTHER  OBSERVATIONS  ON  THE  SURGICAL  ANATOMY 

AND  PATHOLOGY  OF  THE  LARGE  BOWEL,  WITH 

RADIOGRAPHIC  ILLUSTRATIONS. 

Bv  Granville  S.  Hanes,  M.D., 

LOUISVILLE,    KEXTUCKV. 

The  terminal  division  of  the  intestinal  tract,  or  the  large  bowel, 
exerts  a  most  complex  and  potent  intiuence  upon  the  health  of  man. 
W^hile  many  important  observations  have  been  made  from  time  to 
time,  renewed  interest  in  the  study  of  the  colon  has  shown  that  numer- 
ous theories  formerly  accepted  are  in  part,  or  whole,  erroneous. 

There  is  scarcely  a  subject  viewed  both  from  its  medical  and 
surgical  aspects  that  occupies  a  more  conspicuous  position  than  that 
of  the  large  bowel. 

Its  protean  influence  upon  the  vital  functions  of  the  human 
organism  affords  fruitful  soil  for  investigation  and  liberal  discussion. 
Who  would  dare  estimate  the  disturbing  effect  of  a  distended  colon 
upon  normal  physiological  processes,  or  the  subtle  and  insidious  evil 
forces  emanating  from  toxic  substances  absorbed  from  this  same 
division  of  the  intestinal  track?  And,  again,  who  can  give  an  intel- 
ligent explanation  of  the  source  and  significance  of  enormous  mucous 
discharges  from  the  large  bowel  or  the  effects  of  a  most  copious  bac- 
terial life  which- is  constantly  present  in  the  colon? 

These  interrogations  can  hardly  be  looked  upon  as  a  beginning 
of  the  long  list  of  questions  that  have  vital  relation  to  this  important 
organ. 

Anatomy. — There  are  few  who  realize,  except  their  attention  has 
been  especially  directed  to  it,  that  the  largest  and  most  capacious  por- 
tion of  the  colon  is  at  its  cecal  extremity.  The  diameter  of  the 
average  cecum  is  estimated  to  be  three  inches,  which  is  about  the  same 
measurement  as  that  of  the  rectum,  though  the  combined  capacity  of 
the  cecum  and  ascending  colon  is  much  greater  than  that  of  the 
rectum  alone.  This  large  receptacle,  occupying  the  upper  extremity 
of  the  colon,  explains  in  some  measure  the  locality  to  which  large 
quantities  of  fluids  are  transported  when  they  are  injected  into  the 
rectum. 

The  large  quantities  of  fluid  that  hive  been  reported  as  having 
been  injected  into  the  rectum  have,  no  doubt,  been  greatly  exaggerated, 
as  has  been  the  case  in  copious  hemorrhages  of  the  rectum.     I  have 
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never  in  any  instance  been  able  to  introduce  more  than  ninety-five 
ounces  of  water  into  the  colon  of  the  living  individual.  A  large  bowel 
removed  at  autopsy  held  not  quite  one  gallon.  Of  course,  there  are 
rare  cases  where  the  colon  will  hold  much  larger  quantities  than 
herein  reported. 

Figure  1.  which  shows  a  large  right  bowel,  is  an  appendicostomy 
case,  and  was  fully  distended  by  forcing  bismuth  mixture  into  the 
cecum    through    the   appendiceal    opening.      It    will    be   observed    that 


Fig.    1.      Showing    cecum    ami    ascending  colon   distended    with   bismuth. 

there  was  no  regurgitation  through  the  ileo-cecal  opening  into  the 
small  intestine.  I  have  never  seen  the  slightest  escape  of  bismuth 
mixture  from  the  cecum  into  the  ileum  in  the  living  subject,  though 
water  will  usually  reflow  through  the  ileo-cecal  opening  when  injected 
into  the  rectum  of  a  cadaver.  Rarely,  fluids  do  not  pass  into  the  ileum 
when  the  entire  colon  has  been  removed  from  the  cadaver. 

The  large  intestine  gradually  decreases  in  size  from  the  cecum 
to  the  rectum.  As  before  stated,  the  average  cecum  measures  three 
inches  in  diameter,  while  the  descending  colon  measures  one  and  one- 
half  inches,  or  even  less,  at  its  narrowest  point. 
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It  is  frequently  observed  that  the  descending  colon  is  found 
empty  at  autopsy,  and  this  is  often  construed  as  a  strictured  condition. 
The  progressive  decrease  in  the  lumen  of  the  colon  and  the  high  posi- 
tion of  the  splenic  flexure  are  important  factors  in  retaining  nutrient 
material  in  the  first  half  of  the  large  intestine  through  as  long  period 
as  possible,  thereby  lengthening  the  time  for  absorption. 

It  is  said  by  some  observers  that  very  large  cecums  are  found 
in  one-third  of  the  cases  at  autopsy,  while,  on  the  contrary,  the  cecum 
may  be  found  to  be  very  small. 

In  normal  conditions  there  is  no  meso-cecum,  that  portion  of 
the  bowel  floating  freely  in  the  abdominal  cavity,  while  small  cecums 
are  usually  fixed,  and,  therefore,  have  very  limited  mobility.^  It  is 
not  at  all  out  of  the  ordinary  to  find  a  cecum  that  prolapses  into  the 
pelvis  or  that  touches  the  left  side  of  the  same  cavity.  It  may  be 
sufficiently  mobile  to  be  raised  to  the  under  surface  of  the  liver.  In 
the  majority  of  instances  the  distance  from  the  tip  of  the  cecum  to 
the  meso-colon  is  about  four  inches.  By  this  arrangement  the  lower 
extremity  of  the  colon  is  surrounded  by  peritoneum  and  is,  also, 
quite  freely  movable. 

The  transverse  and  pelvic  colons  have  a  very  wide  range  of 
motion,  which  is  due  to  their  long  mesenteric  attachments.  It  is  in 
these  segments  of  the  large  bowel  that  we  encounter  most  of  the 
angles,  twists  and  kinks  afifecting  the  intestinal  tract.  The  ascending 
and  descending  portions  of  the  colon  are  comparatively  free  from 
such  complications  since  they  usually  have  no  mesenteries. 

Anfipcristalsis. — The  question  of  antiperistalsis  in  the  large 
bowel  in  man  has  been  the  source  of  much  discussion  and,  no  doubt, 
will  continue  to  remain  a  debatable  subject  until  many  additional  ob- 
servations have  been  made. 

It  has  been  suggested  that  "inferential  evidence  for  anastalsis  in 
the  human  proximal  colon  has  been  drawn  from  cases  of  fecal  fistula." 
In  such  instances  rectal  enemas  have  been  observed  to  traverse  the 
entire  length  of  the  colon  and  to  escape  through  the  artificial  opening. 
In  such  cases,  also,  surgeons  have  attempted  to  stop  the  fecal  dis- 
charge by  transplanting  the  ileum  into  the  transverse  colon,  but  the 
discharge  continued.-  The  fact  that  rectal  enemas  are  observed  to 
pass  through  cecal  openings  is  little  evidence  of  anastalsis.  If  a  very 
pliable  rubber  tube  were  made  to  represent  the  large  intestine,  and 
the  tip  of  an  ordinary  colon  tube  were  introduced  into  the  supposed 
rectal  end  of  the  rubber  intestine,  no  one  could  deny  that  water,  when 
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poured  through  a  funnel  attached  to  the  proximal  colon  tube,  would 
quickly  pass  around  to  the  cecal  end  of  the  pliable  tube  representing 
the  colon.  If,  again,  the  tip  of  the  same  colon  tube  is  introduced  into 
the  rectum  of  a  cadaver  and  made  secure  by  a  suture  introduced 
around  the  anal  orifice  and  drawn  sufficiently  tight  to  prevent  water 
from  refiowing,  it  will  pass  around  to  the  cecum  in  a  very  few  minutes 
according  to  the  same  hydraulic  principle.  If,  then,  the  tip  of  the 
same  colon  tube  is  introduced  two  or  three  inches  into  the  rectum 
of  a  normal  living  subject,  it  will  be  seen  that  a  pint  of  bismuth- 
buttermilk  will  appear  in  the  cecum  in  ten  to  fifteen  minutes,  espe- 
cially if  the  abdominal  muscles  are  made  to  contract  and  relax  a 
few  times. 

I  have  introduced  the  colon  tube  two  inches  into  the  rectum  and 
slowly  poured  a  pint  of  suspended  bismuth  into  the  bowel,  and  by  em- 
ploying the  X-ray  and  screen  observed  that  it  passed  around  to  the  ce- 
cum in  a  very  few  minutes.  The  rectum  is  first  distended,  and  so  re- 
mains as  long  as  the  fluid  is  being  poured  in.  At  the  same  time  the  fluid 
can  be  easily  seen  to  gradually  ascend  along  the  pelvic  colon,  descending 
colon  and  around  to  the  cecum.  When  the  rectum  has  received  the 
entire  amount  its  walls  are  much  more  distended  than  the  cecum  and 
ascending  colon.  It  is  an  elastic  organ,  how-ever,  and  continues  to 
contract  on  its  contents,  not  by  segments  or  w'aves,  -until  the  intra- 
intestinal  pressure  is  the  same  along  the  entire  large  bowel.  When 
the  pressure  is  equally  distributed  upon  the  whole  quantity  of  fluid, 
the  right  side  of  the  bowel  is  much  more  completely  filled,  and  the 
amount  in  the  rectum  is  greatly  reduced.  During  the  entire  pro- 
cedure I  have  never  seen  the  slightest  sign  of  direct  or  reversed 
peristalsis.  In  a  few  instances  there  was  a  constriction  ring  that 
occurred  at  the  crest  of  the  ileum. 

Normal  peristalsis  or  the  reverse  are  slow  processes ;  w'ould  it  not, 
then,  be  an  illogical  argument  to  conclude  that  anastalsis  would  carry 
fluids  from  the  rectum  to  the  cecum  in  ten  or  fifteen  minutes  when 
it  requires  several  hours  for  diastalsis  to  force  material  from  the 
cecum  to  the  pelvic  colon? 

Xo  one  can  deny  that  in  proportion  to  the  completeness  of  the 
passive  state  of  the  bowel,  in  the  same  proportion  will  the  difficulty  of 
conveying  fluids  to  the  cecum  be  overcome.  We,  therefore,  add 
opium  for  its  quieting  efi'ects  if  there  is  irritability  in  the  bowel  wall. 

I  have  observed  in  children  and  dogs  that  fluids  travel  to  the 
cecum  exactly   as  they  would  in   an  ordinary  collapsed   rubber   tube, 
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or  as  they  do  when  injected  in  the  colon  of  the  dead  body.  It  was 
also  noticed  that  the  fluid  passed  around  much  faster  if  the  child 
contracted  and  relaxed  the  abdominal  muscles  a  half  dozen  or  more 
times. 

It  has  been  said  that  by  X-ray  observations  the  contents  of  the 
cecum  and  ascending  colon  have  been  seen  to  be  rapidly  carried  to 
the  hepatic  flexure  and  in  a  short  period  returned  to  the  cecum.  By 
some  it  is  contended  that  this  retrograde  movement  is  due  to  anastal- 
sis,  while  by  others  it  is  believed  to  be  no  more  than  a  reflow  of  the 
contents  to  the  cecum  as  a  consequence  of  its  muscular  relaxation. 
It  does  seem  from  my  personal  observations  that  the  latter  conten- 
tion is  by  far  the  most  tenable. 

I  have  fed  dogs  raw  meat  and  at  once  introduced  a  stomach  tube 
and  poured  in  from  eight  to  ten  ounces  of  buttermilk  and  bismuth ; 
they  were  then  exposed  to  the  X-ray.  By  employing  the  screen  the 
natural  physiological  movements  of  the  stomach  in  the  process  of 
normal  digestion  could  be  seen  with  surprising  clearness.  Peristaltic 
waves  were  seen  to  begin  in  the  left  half  of  the  stomach  and  slowly 
travel  by  increasing  contraction  until  they  reached  the  pyloris.  There 
was  no  rapid  churning  or  to  and  fro  movements,  but,  as  just  stated, 
the  motions  consisted  of  a  series  of  orderly  peristaltic  waves.  So  I 
believe  it  is  in  the  cecum  and  ascending  colon  that  the  contractile 
wave  forces  forward  a  portion  of  the  contents  through  the  hepatic 
angle  which  must  in  turn  push  forward  against  the  column  of  material 
in  the  transverse  colon  that  is  being  lifted  to  and  through  the  ele- 
vated and  acute  splenic  angle.  \\'hen  relaxation  occurs  that  portion 
of  the  intestinal  contents  that  remains  in  the  cecum  and  ascend- 
ing colon  slowly  gravitates  to  the  point  where  it  is  subjected  to  least 
pressure.  This  being  true  there  is  no  reason  why  anastalsis  should 
be  called  upon  to  enter  into  a  process  which  does  not  require  the 
j)resence  of  such  a  phenomenon. 

h  may  be  true  that  slight  backward  contractile  waves  are  present 
in  this  division  of  the  colon  in  man,  but  I  seriously  question  the  cor- 
rectness of  the  assertion  that  they  are  important  anti-force  movements. 

These  waves  may  represent  an  almost  extinct  physiological  func- 
tion which  is  the  termination  of  an  evolutionary  process.  It  is  well 
known  that  the  cecum  in  some  animals  is  the  chief  organ  of  digestion. 

In  the  iguana,  orang-outang,  and  some  monkeys,  the  cecum  is 
separated  from  the  colon  by  a  valve.  In  the  tapir  there  is  no  valve,  but 
a  circular  fold  which  forms  a  definite  division  between  the  cecum  and 
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the  other  portions  of  the  colon.  In  other  animals  instead  of  the 
cecum  being  dilated  there  are  large  pouches  that  are  connected  with 
the  colon.  Thus  it  is  said  that  the  hyrax  has  three  cecums.^  So  we 
see  that  in  many  animals  there  is  a  special  provision  for  retaining  the 
intestinal  contents  in  the  proximal  end  of  the  big  bowel.  This  func- 
tion, however,  has  no  relation  whatever  to  the  type  of  antiperistalsis 
required  to  convey  a  rectal  enema  to  the  cecum. 

In  those  cases  reported  where  ileo-colostomy  or  ileo-sigmoido- 
stomy  have  been  done  and  fecal  material  continued  to  escape  through 
the  cecal  fistula,  or  where  the  X-ray  showed  the  fecal  contents  passing 
up  the  colon  beyond  the  ileo-sigmoid  anastomosis  and  around  to  the 
cecum.  I  do  not  believe  to  be  at  all  conclusive  evidence  that  anastalsis 
was  an  important  factor. 

\Mien  the  ileum  is  anastomosed  with  the  transverse  colon  and 
the  intestinal  contents  emptied  therein  it  is  natural  to  suppose  that  it 
would  meet  less  obstruction  in  the  direction  of  the  cecum  than  toward 
the  rectum.  In  the  first  place,  the  colon  growls  larger  in  the  direction 
toward  the  cecum  and  it  is  supposed  to  be  comparatively  empty  since 
gas  and  fecal  material  may  escape  through  the  fistulous  opening.  The 
angle  at  the  liver  is  very  obtuse  and  offers  little  resistance  to  backward 
flow.  On  the  other  hand,  the  contents  moving  toward  the  distal  end 
of  the  colon  must  be  forced  against  its  constantly  decreasing  lumen, 
the  column  of  feces  in  front  of  it,  and  must  be  raised  through  the 
very  high  and  acute  splenic  angle.  Under  these  physical  conditions 
is  it  not  natural  that,  at  least,  a  small  amount  of  the  intestinal  con- 
tents would  fail  to  gravitate  to  the  cecum  by  no  aid  whatever  of  an 
anastaltic  force? 

It  is  said  that  ileo-sigmoidostomies  have  been  done  and  that  the 
X-ray  showed  the  intestinal  contents  to  be  present  along  the  entire 
length  of  the  large  bowel."*  This  is  again  held  as  evidence  of  re- 
versed peristalsis.  In  this  instance  the  physical  conditions  are  not 
dift'erent  from  those  above  referred  to.  Below  the  junction  of  the 
ileum  with  the  sigmoid  the  bowel  has  a  given  capacity,  and  when  the 
intestinal  contents  have  passed  into  this  segment  until  the  intra- 
intestinal  pressure  is  greater  than  it  is  above  the  anastomostic  junc- 
tion, then  the  contents,  by  natural  gravitation,  will  pass  up  into  the 
colon.  It  must  be  understood  that  a  very  small  amount  of  fluid  in 
any  segment  of  the  intestine  will  be  forced  along  the  lumen  of  the 
bowel  until  the  pressure  is  equalized  upon  its  contents.  We  can  easily 
see,  then,  that  the  intra-sigmoidal  pressure  would  not  necessarily  be 
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great  in  order  that  the  liquid  feces  might  appear  in  the  colon  and 
even  in  the  cecal  end. 

It  is  commonly  believed  that  nutritive  enemata  when  introduced 
into  the  rectum  remain  in  that  part  of  the  bowel  until  absorbed  or 
expelled.  The  fact  is,  that  surprisingly  small  quantities  of  liquids 
when  injected  into  the  rectum  pass  around  to  the  cecum,  in  obedience 
to  the  influence  of  intra-intestinal  contraction. 

The  same  is  true  in  the  local  treatment  for  pin  worms.  If  they 
inhabit  the  cecum  there  is  no  difficulty  in  understanding  how  a  pint 
or  quart  of  medicated  water  would  pass  around  to  the  cecum  and  be- 
come almost  as  effective  as  if  the  parasite  inhabited  the  rectum,  as 
it  was  formerly  supposed  to  do. 

Under  natural  conditions  there  is  evidence  in  favor  of  the  con- 
tention that  peristalsis  or  diastalsis  is  much  less  in  evidence  than  has 
been  generally  supposed.  I  have  studied  two  cases  upon  whom  I 
have  recently  done  appendicostomies.  When  the  bismuth  mixture 
was  forced  in;:o  the  cecum  through  a  catheter,  observations  through 
the  screen  showed  that  the  mixture  moved  forward  very  much  as  it 
did  when  injected  in  the  rectum.  There  were  no  long  or  short  con- 
tractile waves  noticed  around  to  the  splenic  flexure.  Below  the 
flexure  there  w'ere  observed  a  few  constriction  rings,  which  showed 
no  disposition  to  change  into  a  diastaltic  or  anastaltic  motion.  In 
these  cases,  as  in  those  where  injections  are  given  in  the  rectum,  there 
is  no  urgent  need  for  diastalsis,  as  the  force  from  behind  is  sufficient 
to  convey  the  contents  along  the  lumen  of  the  bowel. 

These  individuals  were  allowed  to  go  to  the  toilet  and  empty  the 
bowel  as  thoroughly  as  possible;  but  there  was  not  less  than  half  of 
the  injection  that  remained  in  the  cecum,  transverse  colon  and  upper 
four  inches  of  the  descending  colon.  In  these  cases,  at  least,  it  does 
not  seem  that  the  entire  colon  is  so  completely  emptied  at  the  time  of 
defecation  as  has  been  reported  by  some  observers, ^  though  there  can 
be  no  doubt  that  some  colons  are  much  more  easily  emptied  at  the 
time  of  defecation  than  others. 

In  order  that  I  might  make  a  further  study  of  the  phenomona 
of  fluids  passing  from  the  rectum  around  to  the  cecum,  I  injected 
twenty-four  ounces  of  bismuth-buttermilk  into  the  rectum  of  a  boy 
who  weighed  ninety-five  pounds  and  observed  the  movements  of  the 
mixture  through  the  X-ray  screen.  The  rectum  was  first  well  dis- 
tended, then  the  pelvic  and  descending  colon.  As  the  fluid  ascended 
in  the  colon  a  light  spot  about  two  inches  in  length  appeared  at  the 
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splenic  angle.  This  represented  the  gas  forced  up  in  advance  of  the 
fluid.  The  mixture  then  passed  more  rapidly  from  the  splenic  angle 
around  to  the  cecum.  There  were  no  anastaltic  or  diastakic  waves 
observed  at  any  point  along  the  colon.  About  the  crest  of  the  left 
ileum  there  was  a  deep  constriction  similar  to  those  I  have  noticed 
in  many  other  cases  where  radiagraphs  of  the  colon  were  made  for 
various  reasons. 

It  was  between  fifteen  and  twenty  minutes  from  the  time  the 
injection  was  begun  till  the  bismuth  appeared  in  the  cecum.  There 
is  no  doubt  that  the  backward  process  can  be  very  much  facilitated,  in 
some  instances,  by  contraction  and  relxation  of  the  abdominal  muscles 
which  was  practiced  in  this  case. 

In  the  case  just  reported  the  hepatic  and  splenic  angles  were 
low  when  the  individual  was  standing,  but  were  in  good  position  when 
in  the  horizontal  posture. 

The  observations  I  have  made  were  for  the  purpose  of  ascer- 
taining the  presence  or  absence  of  an  anastaltic  force  in  the  bowel 
wall  that  could  be  made  accountable  for  the  phenomena  of  fluid  mix- 
tures passing  around  to  the  cecum,  or  to  various  points  in  the  colon 
when  injected  into  the  rectum. 

I  am  confident  from  the  reports  of  different  observers,  and  from 
my  own  experience,  that  the  question  of  antiperistalsis  has  been  Aery 
much  exaggerated.  It  is  in  the  minds  of  medical  men  universally 
that  backward  flow  of  fluids  in  the  large  bowel  can  be  due  to  no  other 
force  than  reversed  peristalsis.  The  subject  was  unanimously  agreed 
upon  before  any  one  had  made  a  thorough  investigation  of  the  facts. 
There  has,  therefore,  been  but  little  reason  for  ciuestioning  a  subject 
about  which  no  doubt  has  existed. 

That  there  is  anastalsis  in  the  colon,  especially  in  the  right  side, 
under  certain  conditions,  I  do  not  deny,  but  that  such  a  force  is  pres- 
ent in  the  manner  in  which  it  is  ordinarily  accepted  I  feel  sure  will 
soon  be  disproven  beyond  peradventure. 

In  cases  where  there  is  obstruction  in  the  small  intestine,  and  fecal 
eructations  and  vomiting  are  a  consequence,  I  do  not  believe  that 
anastalsis  is  the  whole  force  that  is  responsible  for  this  condition. 
When  the  patient  is  relaxed  and  the  intestinal  wall  has  becoiaie  dis- 
tended and  gases  are  forming  and  the  secretions  and  intestinal  debris 
from  the  mucous  membrane  are  accumulating,  how  can  the  overdis- 
tended  bowel  empty  itself  except  through  the  mouth?  When  a  patient 
is  relaxed  from  nausea  and  there  is  much  retching,  does  he  not  often 
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vomit  bile?  Is  this  due  to  anastalsis,  or  to  pressure  from  the  ab- 
dominal muscles  and  diaphragm?  What  would  occur  if  the  same 
force  was  applied  to  a  similar  mechanism  outside  of  the  human  body? 


Fig.    2.      Showing    fouiueu 


d\    proctoscope    introduced    into    sigmoid. 


Many  years  ago  O'Beirne  said  there  was  a  reverse  peristalsis  in 
the  rectum  of  sufficient  potency  to  lift  back  into  the  sigmoid  fecal 
material  which  had  descended  into  that  organ  and  had  for  any  reason 
been  retained.  While  it  does  not  seem  reasonable  that  nature  could 
perform  such  a   function  yet  upon  the  authority  of  the  above  state- 
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ment  it  is  generally  accepted  as  being  true.  Tuttle  and  others  have 
expressed  themselves  to  the  contrary,  yet  there  are  very  few  who 
doubt  the  original  teaching.  Every  experiment  I  have  made  with  the 
X-ray  and  screen  fail  to  verify  this  common  belief. 


Fig.    3.     Thirty   inch   colon   tube   introduced   full   length. 


Tubes. — While  there  are  a  great  many  of  our  profession  who 
know  that  neither  flexible  nor  non-flexible  instruments  can  be  intro- 
duced into  the  descending  colon,  yet  the  great  majority  of  physicians 
accept  such  teaching  fully. 
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Long  metal  tubes  have  been  made  from  time  to  time  with  the  be- 
Hef  that  they  could  be  introduced  into  the  descending  colon,  and  since 
twelve  to  eighteen  inch  tubes  have  been  introduced  into  the  bowel 
this  fact  seemed  to  be  conclusive  evidence  of  the  correctness  of  such  a 
view. 

I  began  a  study  of  this  subject  in  19G8  and  have  from  time  to 
time  collected  additional  evidence  in  confirmation  of  my  original 
findings.  A  short  time  ago  I  made  a  series  of  radiagraphs  on  one 
individual  to  prove  the  facts  as  they  exist  when  attempts  are  made  to 
introduce  rigid  and  flexible  tubes  into  the  bowel.  I  first  introduced  a 
sigmoidoscope  fourteen  inches  in  length  and  made  a  skiagraph  which 
showed  the  distal  end  of  the  instrument  to  extend  about  two  inches 
beyond  the  umbilicus  (Fig.  2).  It  was  then  withdrawn  and  a  thirty 
inch  soft  rubber  colon  tube  was  introduced  its  full  length  (Fig.  3). 
It  will  be  seen  that  it  passed  up  to  the  junction  of  the  rectum  with  the 
pelvic  colon  and  there  encountered  an  obstruction  which  resulted  in 
its  making  a  complete  coil.  This  turn  allowed  the  tip  of  the  tube  to 
enter  the  lower  extremity  of  the  sigmoid  and  then  pass  this  division 
of  the  bowel  till  the  sigmoid  had  been  lifted  up  into  the  abdomen  its 
full  length,  which  represents  the  same  point  reached  by  the  distal 
end  of  the  proctoscope.  The  tube  was  at  this  point  pressing  directly 
against  the  wall  of  the  pelvic  colon ;  it  could  follow  no  other  course 
except  to  puncture  the  bowel  wall,  turn  into  the  second  arm  or  distal 
half  of  the  sigmoid,  or  return  along  the  same  course  it  ascended. 
The  radiograph  shows  that  it  followed  the  latter  and  returned  into 
the  rectum.  The  second  radiograph  shows  another  case  where  the 
rubber  tube  followed  into  the  distal  half  of  the  pelvic  colon  down 
to  its  junction  with  the  descending  colon.  This  was  made  possible  by 
introducing  a  sigmoidoscope  and  through  this  the  colon  tube. 

The  last  radiograph  in  the  series  is  a  clear  illustration  of  the 
condition  that  exists  when  a  long  colonoscope  is  introduced  into  the 
bowel  of  the  living  individual  for  visual  purposes.  (Fig.  4.)  In  this 
case  the  subject  laid  on  his  side  and  a  quart  of  bismuth-buttermilk 
was  poured  in  the  rectum  through  the  colon  tube.  The  patient  was 
then  placed  in  the  inverted  position  and  the  same  colonoscope  into- 
duced  its  full  length.  Fearing  the  sigmoid  would  not  be  shown  dis- 
tinctly along  its  entire  course,  I  poured  four  additional  ounces  of 
milk  through  the  metal  tube.  There  can  be  but  one  interpretation  of 
this  skiagraph.  The  instrument  has  pushed  the  pelvic  colon  up  into 
the  abdomen  as  far  as  its  meso-colon  will  permit ;  the  first  or  proximal 
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half  of  the  sigmoid  contains  hoth  hismuth  and  the  instrument,  while 
the  second  or  distal  end  of  the  sigmoid  contains  bismuth  only.  The 
segment  of  the  sigmoid  passes  back  from  its  highest  point  in  the  abdo- 
men to  the  inner  border  of  the  left  psoas  muscle,  where  it  has  its  be- 


Fig.    4.      Fourteeii    inch    proctoscope    in    sigmoid    containing    bismuth    and    showing    uijper    or 

distal    segment    of    sigmoid. 


ginning  at  the  lower  extremity  of  the  iliac  colon.  It  seems  to  me 
that  this  radiograph  illus::rates  fully  the  difficulty  that  e.xists  in  at- 
tempting to  introduce  long  metal  tubes  into  the  descending  colon  or. 
so  far  as  that  is  concerned,  into  the  upper  half  of  the  pelvic  colon. 
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We  occasionally  hear  of  cases  where  these  rigid  instruments 
have  been  forced  through  the  wall  of  the  bowel.  I  cannot  see  how 
such  an  accident  could  occur  at  the  hands  of  any  one  who  under- 
stands the  anatomical  relations  of  these  parts. 

In  measuring  the  sigmoids  of  more  than  one  hundred  cadavers  I 
have  found  the  lengths  to  vary  between  twelve  and  twenty  inches. 
\'ery  rarely  one  would  be  found  to  be  shorter  and  a  small  number  may 
measure,  many  more  than,  twenty  inches.  It  is  possible  then  for 
long  colonoscopes  to  be  introduced  into  the  lower  segment  of  the  pel- 
vic colon,  which  explains  how  it  is  that  these  long  instruments  can 
be  introduced  their  full  length  into  the  bowel  without  entering  the 
descending  colon. 

COLOSTOMY. 

In  connection  with  pathological  conditions  that  occur  in  the  rec- 
tum and  inferior  extremity  of  the  pelvic  colon  I  wish  to  ofifer  a  sugges- 
tion for  the  control  of  feces  where  it  is  necessary  to  subject  the 
patient  to  operation  for  colostomy.  Every  one  recognizes  that  pa- 
tients upon  whom  colostomy  is  performed  feel  that  they  are  necessarily 
subjected  to  many  disgusting  and  embarrassing  experiences.  The 
surgeon,  except  in  cases  of  great  emergency,  always  hesitates  to  ad- 
vise an  operation  for  colostomy,  for  the  reasons  that  I  have  just 
mentioned.  In  performing  the  operation,  the  loop  of  the  bowel  is 
brought  out  through  the  wound  and  a  small  rod,  according  to  Maydl, 
is  passed  through  the  mesentery  and  allowed  to  support  the  knuckle 
of  the  intestine.  When  the  bowel  is  opened  an  incision  is  made 
directly  over  the  supporting  rod  and  passed  up  the  bowel  to  within  a 
half  an  inch  of  the  upper  incision  in  the  abdominal  w^all.  This  open- 
ing is  sufficient  to  make  ample  outlet  for  fecal  discharges.  The  most 
effective  and  simple  dressing  that  has  ever  been  suggested,  so  far  as 
I  know,  consists  in  laying  a  thin  piece  of  gauze  over  the  exposed 
bowel,  the  rod  being  allowed  to  remain  permanently.  A  strip  of  gauze 
is  then  thrown  around  the  knuckle  of  the  intestinal  loop  under  the 
rod  and  is  tied.  This  arrangement  insures  a  dressing  that  has  con- 
stant force  applied  to  the  opening  of  the  bowel.  In  other  dressings 
there  is  an  arrangement  by  which  force  is  applied  by  compression 
upon  the  whole  colostomy  surface,  while  in  this  case  there  is  a  con- 
stricting band   around   both   the   upper  and   lower   segments   of   the 
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bowel  that  controls  the  outlet  in  the  upper  opening,  and  also  secures 
the  lower  segment  from  fecal  invasion. 

I  have  practiced  this  method  of  operating  and  controlling  the 
colostomy  opening  on  five  cases,  and  the  experience  of  every  patient 
has  been  most  gratifying. 


Fig.    5.     Showing    colostomy    with    supporting    rod. 
Fig.    6.     Showing   colostomy    with    strip   of   gauze   thrown   around   knuckle   of   intestine    and 

under  rod. 

Figure  5  shows  colostomy  with  the  supporting  rod  in  position 
and  Figure  6  shows  the  same  with  strip  of  gauze  thrown  around  both 
segments  of  the  bowel  and  under  the  rod. 
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DISCUSSION. 

Dr.  Dwight  H.  Murray,  of  Syracuse,  New  York:  I  desire  to  say  only 
two  things  regarding  Dr.  Hanes'  paper.  The  first  one  is  that  such  infor- 
mation and  such  work  as  shown  by  Dr.  Hanes'  paper  is  worth  coming  not 
only  from  Syracuse,  but  a  much  longer  distance,  and  I  desire  to  personally 
thank  Dr.  Hanes  for  his  work. 
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Physiologically,  Hertz  says  that  the  liquid  material  poured  into  the 
ascending  colon  still  contains  nourishment,  and  that  the  nourishment  is 
absorbed  together  with  the  liquids,  and  this  explains  the  thirst  of  many 
individuals  in  cases  of  diarrhea.  The  liquid  that  normally  remains  at  this 
point  for  absorption  is  hurried  through  the  colon  in  diarrhea,  which  ac- 
counts for  the  great  thirst  in  such  cases. 

Dr.  Ralph  W.  Jackson,  of  Fall  River,  Massachusetts:  Doctor,  do  you 
denj-  in  toto  the  retroperistalsis  of  fecal  matter  and  foreign  objects  in  the 
rectum  and  sigmoid? 

Dr.  Hanes:     Yes,  absolutely. 

Dr.  Jackson:  I  was  called  in  consultation  to  see  a  woman,  who  had 
been  ordered  by  her  physician  to  take  an  ordinary  soapsuds  enema,  and  in 
doing  so  had  lost  inside  the  anus  the  hard  rubber  tip  from  the  syringe. 
She  was  a  woman  of  extremely  neurotic  temperment,  and  became  so  much 
worried  by  the  fact  of  the  loss  and  the  belief  that  it  was  going  to  do  her 
serious  harm,  in  spite  of  assurances  to  the  contrary  bj-  the  phj^sician,  that 
he  made  a  digital  examination  and  felt  the  tip,  but  was  unable  to  remove 
it.  Finally,  owing  to  her  mental  distress  and  insistance,  he  called  on  me 
to  attempt  to  secure  it,  and  I  passed  a  sigmoidoscope  for  its  full  length  of 
ten  inches  with  the  utmost  care  in  order  to  avoid  any  possibility  of  having 
pushed  the  tip  ahead  of  the  instrument.  I  failed  to  find  it,  though  of  course 
it  was  passed  later  with  cathartics.  If  Dr.  Hanes  has  a  different  explana- 
tion for  this  upward  movement  of  the  tip,  I  would  be  glad  to  hear  it,  but 
my  own  opinion  about  it  was  and  is  that  a  distinct  retro-peristalsis  was 
responsible   for  the  condition. 

Relative  to  Dr.  Hanes'  method  of  colostom}^  control,  I  should  think 
that  the  constant  pressure  of  the  rod  on  the  skin  and  mucosa  would  pro- 
duce ulceration;  but,  that  eliminated,  it  seems  a  very  good  method  of  regu- 
lating the  discharges  from  an  artificial  anus. 

Dr.  Hanes:     Tlie  rod,  Doctor,  is  not  on  the  skin,  but  is  held  above  it. 

Dr.  Jackson:  But  the  gut  is  over  and  comes  in  continuous  contact 
with  the  rod  and  one  would  expect  ulceration  of  the  mucosa  from  that. 
My  experience  with  colostomies  is  that  they  give  a  fair  control,  if  done 
through  the  left  rectus,  and  also  are  much  more  easily  managed  there.  I 
would  like  to  repeat  an  account  which  I  heard  Mr.  Harrison  Cripps  give 
of  a  case  at  a  meeting  of  the  Royal  Society  of  Medicine,  London,  in  Janti- 
ary.  1911  (a  meeting  which  has  been  much  discussed  and  which  practically 
resolved  itself  into  an  attack  on  Mr.  Miles'  paper  on  rectal  cancer).  Mr. 
Cripps  was  speaking  of  the  efficiency  of  colostomy.  A  British  army 
officer,  on  whom  he  had  operated  for  cancer  of  the  rectum  and  done  a 
permanent  colostomy,  had  gone  back  into  the  service  in  India,  and  had 
been  so  free  from  any  annoyance  from  it  and  so  active  as  a  sportsman  that 
he  had  engaged  in  hunting;  and  Mr.  Cripps  had  just  recently  received  from 
the  officer,  as  a  token  of  gratitude,  the  magnificent  skin  of  a  tiger  which  he 
had  liimself  sliot. 

Dr.  James  A.  MacMillan,  of  Detroit,  Michigan:  I  am  particularly  in- 
terested in  this  paper.  Any  paper  presented  to  this  Society  that  will  clear 
up  the  anatomical  conditions  of  the  colon  and  rectum,  is  of  prime  import- 
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:ince.  This  paper  demonstrates  how  verj-  varied  even  the  normal  anatomy 
of  the  colon  and  the  rectum  is.  I  think  we  should  be  most  careful  about 
drawing  conclusions  concerning  physiological  processes  in  the  colon  from 
shadows  of  bismuth. 

One  thing  about  peristalsis  of  the  colon  is  that  it  is  very-, slow.  You 
cannot  draw  a  conclusion  as  to  what  will  be  the  peristalsis  in  a  certain 
time  after  a  certain  stimulant  has  been  put  in  it.  Very  often,  with  a  very 
eflfective  stimulant,  peristalsis  of  the  colon  will  take  three  or  four  hours 
before  the  colon  will  begin  to  demonstrate  the  peristaltic  wave.  We  have 
to  take  this  into  consideration. 

Now,  another  thing  about  the  physiological  functions  of  the  colon  is 
this:  That  liquids  are  not  the  normal  stimuli  of  colonic  contraction.  This 
is  the  rule.  The  solids,  or  at  least  semi-solids,  are  the  normal  stimuli. 
Possibl}',  liquids  containing  chemical  irritants  (bismuth,  I  think,  does  not 
have  chemical  irritants  and  possibly  buttermilk  has  not  either)  will  pro- 
duce some  kind  of  abnormal  peristalsis. 

The  device  presented  by  the  Doctor  is,  I  think,  very  excellent  for  the 
control  of  colostomy.  My  experience  is  exactly  like  Dr.  Jackson's.  I 
have  three  or  four  cases,  and  do  not  feel  so  restricted  about  the  heart  as 
Dr.  Hanes  was.  One  man  that  was  in  a  perfectly  wretched  condition,  with 
ulcerative  colitis,  had  lost  all  his  money  in  hospitals,  and  a  simple  colos- 
tomy was  done  for  the  sake  of  the  physiological  rest  given  the  colon. 
That  man  attends  to  the  sale  of  tickets  for  a  company  in  our  city,  and  is 
there  from  seven  in  the  morning  to  six  in  the  evening.  He  has  had  the 
colostomy  for  three  or  four  years,  and  I  think  the  last  year  he  missed  only 
three  or  four  days  from  work.  Usually,  I  think,  they  have  some  trouble, 
but  I  would  like  to  ask:  When  the  knuckle  of  mucous  membrane  that  pro- 
trudes through  the  abdomen  is  short,  how  do  you  get  that  to  tie  around 
the  orifice?  Maybe  I  have  not  the  right  idea,  but  if  the  knuckle  that  pro- 
trudes through  is  very  small,  I  would  think  it  very  difficult  to  get  this 
little  piece  so  tied  as  to  form  a  constriction. 

Dr.  Alois  B.  Graham,  of  Indianapolis,  Indiana:  I  do  not  believe  there 
is  a  member  of  this  Society  whose  views  are  not  wholly  in  accord  with 
those  expressed  by  Dr.  Hanes  relative  to  the  introduction  of  the  colon 
tube.  However,  there  are  some  physicians  and  surgeons  who  are  un- 
doubtedly honest  in  their  belief  that  they  can  introduce  a  colon  tube  18  to 
20  inches,  or  even  higher,  without  any  difficulty  whatever.  In  fact,  I  have 
several  times  been  informed  by  physicians  that  they  could  easily  introduce 
the  colon  tube  its  full  length  and  that  they  could  palpate  its  distal  end 
at  the  ileo-cecal  valve.  One  has  but  to  experiment  carefully  along  this 
line  in  order  to  be  fully  convinced  of  the  fallacy  of  such  statements.  For 
years  I  have  maintained  that  it  was  impossible  to  introduce  a  colon  tube 
through  the  somewhat  tortuous  sigmoid,  and  the  clear  cut  radiograms 
presented  by  Dr.  Hanes  this  morning  should  be  sufficient  in  themselves 
to  settle  this  question  to  the  satisfaction  of  the  few  who  have  contended 
that  they  were  able  to  introduce  a  colon  tube  high  up  into  the  bowel. 
Even  though  it  were  possible  to  introduce  the  tube  high  up  into  the  bowel, 
such  a  procedure  is  never  indicated.     It  has  long  been  proven  that  fluids. 
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nutritive  material,  and  even  bismuth  when  introduced  gently  into  the  am- 
pula  of  the  rectum,  travel  rapidly  upward  and  reach  the  cecum  in  a  very 
few  minutes.  I  have  frequently  seen  bismuth  enemata  introduced  into  the 
rectum  reach  the  cecum  and  in  a  few  cases  the  lower  ileum  in  five  minutes, 
and  no  position  of  the  patient  being  employed  to  favor  its  ascent  by 
gravity.  In  these  cases  where  the  bismuth  reaches  the  small  intestine 
there  is  undoubtedly  an  incompetency  of  the,  ileo-cecal  valve.  The  tend- 
enc}^  of  enemata — cleansing,  nutritive  or  bismuth — is  to  trvael  rapidly  up- 
ward, and  as  a  result,  the  high  introduction  of  a  colon  tube,  even  though  it 
were  possible,  and  the  administration  of  a  high  enema,  is  never  indicated. 
To  those  who  continue  to  believe  in  their  ability  to  introduce  the  tube 
beyond  the  sigmoid  I  would  suggest  radiography  as  the  best  agent  we 
have  at  our  command  for  proving  that  such  a  feat  is  impossible. 

I  desire  to  express  my  appreciation  of  the  manner  in  which  Dr. 
Hanes  has  presented  this  subject  and  am  of  the  opinion  that  such  a  pre- 
sentation will  do  much  toward  correcting  the  erroneous  views  which  un- 
fortunately are  still  prevalent  relative  to  the  introduction  of  the  colon 
tube  and  the  administration  of  high  enemata. 

Dr.  Alfred  J.  Zobel,  of  San  Francisco,  California:  I  hardly  think  that 
there  is  any  better  evidence  of  the  ileo-cecal  valve  not  being  patent,  than 
when  one  tries  to  get  Bastedo's  sign  in  chronic  appendicitis.  If  you  have 
ever  sought  this  sign,  you  will  have  noticed  how  you  only  would  have  to 
put  a  very  few  bulbs  of  air  into  the  bowel,  and  the  whole  colon  became  dis- 
tended; and  then  if  you  tried  to  introduce  more  air,  as  Dr.  Hirschman  and 
myself  did  recently  in  Detroit,  you  will  find  that  it  is  quite  impossible,  as 
the  pain  experienced  by  the  patient  absolutely  prevents  it.  If  the  valve 
was  patent,  the  air  w^ould  certainly  pass  out  into  the  ileum  and  up  along 
the  bowel,  and  I  have  no  doubt  but  that  it  would  eventually  escape  from 
the  mouth. 

Dr,  Walter  Irwin  LeFevre,  of  Cleveland,  Ohio:  I  am  particularly 
interested  in  this  paper.  I  would  like  to  call  attention  to  the  amount  of 
liquid  the  large  intestine  will  hold.  I  have  often  wondered  how  much  you 
could  put  in  without  doing  damage.  I  generally  use  forty  ounces.  I  use 
the  water  emulsion  of  barium  sulphate  instead  of  buttermilk  and  bismuth, 
on  account  of  the   e.v;pense. 

Another  thing  the  Doctor  called  our  attention  to  was  the  acute  angles 
of  the  hepatic  and  splenic  flexures  of  the  colon.  I  would  remind  you  that 
these  angles  are  not  as  acute  as  they  seem  in  pictures.  If  you  take  this 
radiograph  stereoscopically,  as  we  often  do,  and  bring  out  the  depth  of 
the  picture,  you  see  that  these  angles  have  quite  a  curve  to  them.  They 
are  not  kinked,  by  any  means.  The  bowel  comes  back  toward  the  front 
in  both  cases  at  a  very  nice  angle.  So  it  is  not  as  acute  as  it  seems  in 
ordinary  radiography. 

In  regard  to  the  ileo-cecal  valve:  in  normal  cases  it  is  tight,  but,  of 
course,  in  some  cases  it  is  not  normal.  We  must  remember  that  in  normal 
conditions  this  valve  would  not  have  to  be  water-tight,  as  it  is  when  we 
inject  this  water  or  buttermilk  solution,  because  when  the  normal  intes- 
tinal contents  reach  this  point  they  are  beginning  to  be  of  a  different  con- 
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sistency,  so  that  the  valve  would  hold  it  much  easier  than  when  of  thinner 
consistenc}'.  We  must  also  remember  that  if  we  manipulate  the  cecum 
with  our  hands  while  the  bismuth  solution  is  in  there  (watch  it  with  the 
screen),  that  it  would  be  possible  to  open  this  valve,  because  the  cecum 
is  of  soft  material  and  is  not  a  mechanical  water-tight  valve  by  any 
means.  Consequently  the  valve  might  be  normal  for  all  physiological 
purposes,  but  still  leak  a  thin  solution  when  manipulated. 

Dr.  William  M.  Beach,  of  Pittsburgh,  Pennsylvania:  I  would  like  to 
bring  up  a  point  in  regard  to  the  discussion  as  to  the  passage  of  material 
backwards  into  the  valve.  What  is  a  valve?  It  is  a  partition  between  two 
cavities  that  allows  the  fluid  to  pass  through  one  way  and  prevents  it  from 
returning.  That  is  the  purpose  of  the  valve.  I  grant  to  the  gentlemen 
who  take  the  other  side  of  the  question  that  this  valve  may  become  dis- 
eased. In  this  way,  it  becomes  phj-siologically  defective  and  no  longer 
performs  the  function  of  a  true  valve. 

The  second  thing  I  want  to  say  is  that  at  this  stage  of  the  game  in 
bowel  study,  the  radiographers  have  become  enthusiastic,  I  think  too 
much  so.  They  are  calling  things  pathologic  that  are  really  anatomic  and 
normal.  I  know  of  a  case  at  home  that  was  previously  diagnosticated  as 
an  ulcer  of  the  stomach,  and  the  radiographer,  wishing  to  make  a  study 
of  the  case,  made  a  series  of  observations  and  found  that  the  splenic 
flexure  was  at  an  acute  angle  and  he  said,  "there  is  the  trouble."  The  man 
who  made  a  diagnosis  of  ulcer  of  the  stomach  was  corroborated  by  the 
fact  that  the  patient  had  a  terrific  hemorrhage,  and  we  passed  up  the  ob- 
servation of  the  radiographer.  Let  us  beware  of  the  bismuth  test  and  the 
readings  of  radiographers. 

Dr.  J.  Rawson  Pennington,  of  Chicago.  Illinois:  I  am  sorry  that  I  diii 
not  hear  this  paper.  I  know  from  the  discussion  it  has  brought  forth  that 
it  was  exceedingly  interesting.  I  am  interested  in  it,  because  in  one  of  the 
skiagrams  I  showed  at  the  A.  M.  A.,  in  1900,  at  Atlantic  City,  the  paraffin 
had  passed  through  the  ileo-cecal  valve  into  the  ileum.  You  will  find  the 
])icture  in  Tuttle's  book.  Dr.  Pynchon,  of  Chicago,  some  years  ago  in  a 
case  of  intussusception  in  a  child  injected  water  into  the  rectum  and  it 
passed  through  the  ileo-cecal  valve  and  out  through  the  mouth.  This 
paper  was  published  in  Mathews  Quarterly.  Turck  has  done  the  same 
thing  with  olive  oil. 

The  use  of  bismuth  in  making  skiagrams  for  diagnostic  purposes  is 
like  a  two-edged  sword.  It  is  often  deceptive.  As  a  rule  a  series  of  skia- 
grams should  be  taken.  Even  then  the  information  is  not  as  reliable  as  we 
would  like  it  to  he. 

Dr.  J.  M.  Frankenburger,  of  Kansas  City,  Missouri:  I  saw  an  abdo- 
men opened  up  in  the  last  two  weeks,  where  the  radiographer  said  a  pro- 
nounced ptosis  of  the  transverse  colon  existed,  that  it  hung  down  in  the 
pelvis.  When  the  abdomen  was  opened,  the  transverse  colon  was  in  nor- 
mal position. 

In  regard  to  the  way  the  bismuth  goes  through,  I  did  some  work  along 
this  line  the  past  year  and  my  experience  was  that  injections  of  bismuth 
into  the   rectum  are   sometimes  held  in  the   sigmoid  for  some   time.     You 
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can  watch  it  with  the  screen.  It  is  held  for  some  time,  then  suddenly  shoots 
out  as  if  it  were  being  squirted  through.      (You   mean  the   sigmoid.) 

Yes,  there  seems  to  be  a  sort  of  spasm.  It  goes  so  fast  it  is  almost 
impossible  to  follow  it  with  the  eye.  It  will  be  located  in  the  sigmoid, 
then  suddenly  it  is  out  and  in  the  cecum. 

If  I  can  control  my  cases  of  artificial  anus  by  the  Doctor's  method,  I 
will  be  repaid  a  thousand  times,  because  my  experience  is  that  a  patient 
with  a  colostomy  acts  this  way:  they  get  over  their  sepsis,  improve  in 
general  health,  get  in  good  condition,  then  they  come  back  and  want  the 
continuity  of  the  bowel  restored.  They  will  come  back,  you  cannot  get 
rid  of  them. 

Dr.  Louis  J.  Hirschman,  of  Detroit,  Michigan:  In  the  first  place,  I  am 
very  interested  in  radiography  and  have  employed  it  a  great  deal  in  my 
work.  I  think  there  is  not  another  thing  that  has  helped  me  so  much  as 
good  radiographic  assistance. 

We  never  think  of  opening  an  abdomen  for  any  colonic  work,  unless 
we  have  at  least  three  or  four  different  series  of  radiographs,  made  on 
different  days  by  the  stereoscopic  method.     We  never  rely  on  one  series. 

We  give  bismuth  both  by  mouth  and  by  rectum  and  compare  all  sets 
of  plates  before  we  begin  any  surgical  procedure.  We  used  to  find  a  great 
many  angulations  which  we  know  now  don't  really  exist,  for  we  have 
found  that  the  bowel  changes  its  position  markedly  at  different  times 
when  the  patient  is  in  different  postures.  We  take  pictures  with  our  pa- 
tients standing  up  against  the  plate,  lying  down  on  the  abdomen  and  in 
the  Trendelenburg  position.  We  try  various  positions  and  get  every  bit 
of  information  we  can  before  we  venture  to  operate.  We  did  not  formerly 
do  this,  and  so  received  a  good  many  hard  lessons. 

Another  thing,  we  don't  use  the  umbilicus  so  much  now  as  a  land- 
mark. In  a  fat  patient,  when  lying  down,  this  point  may  be  pushed  up  or 
down  three  or  four  inches.  We  depend  on  a  line  drawn  from  the  iliac 
spines,  and  measure  from  there. 

Regarding  patulency  of  the  ileo-cecal  valve;  I  have  found  the  most 
aggravated  case  of  patulency  of  the  ileo-cecal  valve  in  a  woman  so  consti- 
pated that  she  had  a  movement  only  about  once  in  ten  days.  In  five 
minutes  after  injection,  when  a  plate  was  made,  he  found  eight  or  ten 
inches  of  bismuth  shadow  in  the  ileum,  and  this  portion  of  the  bowel 
much  wider  than  is  the  normal  ileum.  The  plate  showed  a  tremendous 
overdistension,  and  a  gradual  giving  away  under  pressure.  The  history 
of  constipation  went  back  for  years,  and,  as  I  said,  she  would  go  ten  or 
twelve  days  without  a  bowel  movement.  The  colon  was  packed  full  and 
there  was  a  back  pressure  with  giving  away  of  the  valve. 

Dr.  Zobel's  remarks  concerning  the  use  of  air  in  the  bowel,  are  very 
convincing  signs  as  to  the  now  patulency  of  the  valve. 

Regarding  antiperistalsis,  I  have  had  a  couple  of  experiences  which 
make  me  think  there  is  such  a  thing.  I  had  a  patient  who  was  treating 
himself  with  hard  rubber  dilators.  He  had  gradually  worked  up  to  the 
second  size.  He  anointed  it  with  olive  oil,  and  one  night  it  slipped  up 
into  the  rectum,  when  he  was  dilating,  and  he  could  not  get  it  out.     The 
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next  morning  he  consulted  me.  I  sigmoidoscoped  him  but  found  the  rec- 
tum empty,  and  said,  "You  must  have  passed  it  during  the  night."  He 
replied,  "No,  but  I  feel  as  if  I  ought  to  have  a  movement,  and  have  not 
been  able  to  have  one."  I  looked  again  and  just  around  the  recto-sig- 
moidal  junction  found  the  dilator  with  the  bottom  part,  which  had  a 
small  knob  on  it,  embedded  in  the  mucosa.  It  required  a  great  deal  of 
careful  manipulation  and  effort  to  dislodge  and  remove  the  dilator.  My 
theory  was  that  it  passed  out  into  the  sigmoid  by  antipcristalsis  and,  being 
an  irritant,  caused  such  peristaltic  force  back  that  the  knob  was  forced  into 
the  mucosa. 

There  has  been  some  remarks  about  the  nerves  working  one  way  one 

time    and    another    way    another    time.      What    about    that    antiperistalsis 

•which    is    the    tirst    action    in    vomiting?     The    esophagus   works    one    way 

normally  but  reverses  action  when  the  patient  is  nauseated.     There  is  no 

reason   why   one   should   draw   an   arbitrary   line  just   here. 

As  to  the  use  of  the  high  rectal  tube,  I  agree  with  Dr.  Hanes,  who  has 
been  working  along  this  line  for  a  long  time.  Such  a  paper  as  this  con- 
tains some  of  the  most  valuable  things  which  should  be  given  to  general 
practitioners,  nurses  and  attendants  in  hospitals.  It  makes  me  tired  to 
think  of  the  high  enemas  they  think  they  give. 

As  far  as  Dr.  Hanes'  control  of  a  colostomy  is  concerned,  it  is  a  very 
ingenious  device  and  I  can  see  in  some  cases  where  it  would  help.  How- 
ever, I  think  I  am  like  Dr.  MacMillan,  I  don't  have  very  much  protruding 
mucosa  in  a  colostomy,  particularly  when  it  is  a  permanent  colostomy. 
The  great  trouble  with  colostomies  is  not  so  much  the  control  of  feces 
as  of  gas.  Now  in  a  case  like  Dr.  Hanes',  does  the  patient  have  to  keep  on 
the  device?  If  the  patient  is  not  where  he  can  relieve  himself,  he  will  cer- 
tainly suffer  from  colicky  pains.  I  happen  to  have  imder  my  care  a  num- 
ber of  ladies  with  colostomies  and  the  greatest  trouble  they  have  to  con- 
tend with  in  their  social  life  is  this  matter  of  controlling  the  gas. 

Dr.  Beach  mentions  the  fact  that  radiographers  make  a  very  great 
many  false  interpretations.  I  think  that  this  is  not  so  much  the  case  now 
as  formerly.  In  regard  to  the  case  of  ulcer  of  the  stomach,  I  have  had  a 
similar  case  with  a  history  of  ulcer  together  with  sigmoidal  symptoms, 
and  found  not  only  a  definite  contraction  at  the  pylorus,  but  also  a  greatly 
dilated  sigmoid,  filled  with  a  large  mass,  which  gave  a  beautiful  picture. 
We  found  that  the  patient  had  been  fed  three  or  four  bismuth  meals  for 
ulcer  of  the  stomach,  and  as  a  result  had  developed  a  great  impaction  of 
bismuth  in  the  sigmoid.  I  removed  the  impaction;  the  other  surgeon  fixed 
up  the  ulcer;  and  the  patient  was  cured. 

Dr.  Granville  S.  Hanes,  of  Louisville,  Kentucky:  There  has  been  so 
much  said  that  I  will  occupy  but  a  short  time  in  closing.  In  the  first  place 
I  wish  to  say  that  my  reference  to  the  ileo-cecal  opening  was  applicable  to 
normal  conditions,  for,  of  course,  developmental  defects  and  pathological 
conditions  may  be  responsible  for  much  that  is  unnatural. 

The  great  difficulty  in  X-ray  work,  as  in  other  methods  of  investiga- 
tion, is  in  being  able  to  make  correct  interpretation  of  facts  as  they  appear 
before  us.     We  once  had  no  doubt  that  a  colon  tube,  when  passed  into  the 
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rectum,  followed  the  lumen  of  the  big  bowel  around  to  the  cecum.  Now 
we  know  that  nothing  could  be  more  impossible.  Dr.  James  P.  Tuttle  was 
once  in  my  office  and  while  there  I  showed  him  radiographic  pictures 
where  in  every  instance  the  rubber  tube  coiled  upon  itself  when  passed 
into  the  rectum.  He  could  not  believe  radiographic  pictures  illustrated 
the  facts  as  they  existed.  So  a  patient  was  called  in  and  he  introduced 
a  30  inch  colon  tube  its  full  length  and  when  the  hand  was  placed  over  the 
cecum  and  the  tube  was  withdrawn  three  or  four  inches  and  then  rein- 
serted it  could  be  felt  to  move  under  the  palpating  fingers.  This  of  itself 
seemed  to  be  proof  sufficient  to  allow  of  no  further  discussion.  Yet  it 
was  proven  bej'ond  any  doubt  that  the  motion  felt  on  the  right  side  was 
due  to  the  presence  of  the  tube  in  the  sigmoid  which  occupied  a  position 
in  the  cecal  region.  The  above  illustrates  well  the  difficulties  we  meet  in 
making  correct  interpretations  of  conditions  that  maj^  be  easilj'  observed. 

Referring  to  the  point  made  by  Dr.  Graham,  I  will  say  that  it  is  pos- 
sible in  this  case  that  he  saw  the  bismuth  in  the  sigmoid  and  not  in  the 
ileum.  We  know  that  the  distal  end  of  the  ileum  and  the  folds  of  a  long 
sigmoid  occupy  similar  positions  in  the  right  lower  abdomen. 

I  have  observed  many  times  when  injecting  water  into  the  bowel  of 
cadavers  that  it  was  retarded  in  its  progress  by  angulations  and  pressure; 
but  when  the  force  was  sufficient  to  push  the  water  by  the  obstructing 
point  it  then  went  with  a  rush  until  it  met  further  resistance.  I  think  this 
will  explain  the  rapid  progress  of  bismuth  at  times  as  he  observed  it. 

I  assert  again  that  in  all  normal  individuals  there  is  no  leakage  back 
into  the  ileum.  What  reason  could  there  be  for  it?  The  small  bowel  has 
finished  its  work  on  the  material  passing  through  it  and  the  large  bowel  is 
intended  as  a  receptacle  after  it  has  passed  through  the  small  intestine. 
The  natural  course  for  the  intestinal  contents  to  travel  is  that  of  progres- 
sion. Nature  has  made  a  valvular  arrangement  so  perfect  that  regurgita- 
tion is  impossible  even  when  a  certain  precentage  of  colons  have  been  re- 
moved from  their  attachments. 

The  points  Dr.  Xoble  brought  out  were  very  clear.  The  cases  he 
reported  belonged  to  the  pathological  type  and  have  nothing  to  do  with 
normal  conditions. 

I  would  like  to  ask,  if  the  bowel  carries  fluids  and  objects  around  from 
the  rectum  to  the  cecum  so  easily  by  antiperistalsis.  how  is  it  that  we  ever 
defecate?  It  seems  to  me  that  such  a  view  of  the  subject  would  lead  us  to 
conclude  that  the  enemy  to  normal  evacuation  of  the  bowel  would  be  anti- 
peristalsis.  We  know  that  fluids  should  be  more  easily  swept  in  a  back- 
ward course  by  antiperistalsis  than  solids.  So  in  that  way  a  patient  with 
a  very  watery  diarrhea  should  be  constipated  on  account  of  anastalsis. 

Some  one  has  said  that  normal  peristalsis  waves  are  comparatively 
slow  in  their  progress.  Should  we  expect  anastaltic  waves  to  travel  with 
greater  rapidity?  How  is  it  then  that  fluids  are  carried  from  the  rectum 
to  the  cecum  in  ten  or  fifteen  minutes  by  anastalsis  except  it  does  operate 
very  rapidly.  This  fact  itself.  I  believe,  is  sufficient  to  excite  suspicion 
at  least  in   regard  to  the  correctness  of  this  view. 

Dr.  Beach:     How  about  Dr.  Pennington's  case? 
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Dr.  Hanes:  I  will  saj-  that  Dr.  Pennington's  case  reminds  me  of  a 
report  I  heard  a  doctor  make  in  our  county  society  once  in  which  he  said 
tiiat  he  injected  a  sufficient  amount  of  coal  oil  into  the  rectum  of  a  patient 
that  in  a  few  minutes  it  appeared  through  the  mouth.  I  have  injected  many 
hundred  cases  with  coal  oil  and  other  fluids  and  have  never  collected  any 
from  the  mouth  after  it  passed  through  the  alimentary  tract.  Such  cases 
do  not  enter  into  the  argument  except  as  anomalies. 


THE  ANORECTAL  LINE:  ITS  CLINICAL  SIGNIFICANCE. 
By  Collier  F.  Martin,  M.D., 

PHIL.\DELPIII.\,   PENNSYLV.XNIA. 

The  anatomical  subdivision  of  the  lower  bowel  into  the  anus,  the 
rectum  and  the  pelvic  colon,  as  suggested  by  Jonnesco  and  accepited 
by  Tuttle,  is  based  upon  sound  principles.  Tuttle  says  that  the  anus 
ends  above  and  the  rectum  begins  below,  at  the  free  borders  of  the 
semilunar  valves  of  Morgagni.  This  dividing  line  has  been  known 
by  various  names,  as  the  pecten,  the  linea  dentata  or  dentate  border, 
and  as  the  anorectal  line.  From  a  descriptive  standpoint  the  term 
"anorectal  line"  seems  best,  and  has  therefore  been  adopted  as  the 
title  of  this  paper. 

Embryologically,  this  anorectal  line  forms  an  extremely  import- 
ant landmark.  Below  this  point,  the  anal  canal  is  developed  from  the 
ectoderm.  The  anal  canal  is  lined  with  skin  which  is  somewhat  modi- 
fied in  character,  since,  under  normal  conditions  of  rest,  the  walls  of 
the  canal  are  in  close  apposition,  and  are  protected  from  all  forms  of 
external  irritation  and  friction.  Usually  the  anal  skin  is  kept  slightly 
moist  by  the  presence  of  small  quantities  of  rectal  mucus.  For  these 
reasons  the  skin  is  not  so  thick  and  dense,  as  is  the  skin  in  more  ex- 
posed situations. 

Above  the  anorectal  line  the  rectum  is  developed  from  the  primi- 
tive hindgut,  which  is  of  entodemiic  origin,  and  is  lined  with  typical 
mucous  membrane. 

Between  the  developing  anus  or  proctodeum,  and  the  hindgut 
or  rudimentary  rectum,  there  are  found  two  layers  of  mesodermic 
tissue,  the  interspace  between  these  two  layers  constituting  the  coelom 
or  pleuro-peritoneal  cavity.  As  the  anus  and  the  rectum  develop, 
these  mesodermic  layers  are  absorbed,  and  the  passageway  between 
the  anus  and  rectum  becomes  patulous. 
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At  the  point  where  this  absorption  takes  place,  the  anal  skin 
terminates  abruptly,  sometimes  as  a  mere  line,  at  other  times  as  a 
well-developed  leaflet  of  skin.  This  constitutes  the  anorectal  line. 
The  rectal  cavity  being  quite  capacious,  ^nd  guarded  at  its  outlet  by 
the  tonically  contracted  sphincters,  forms  a  pouch  or  ampulla.  The 
mucosa  of  the  rectal  floor,  because  of  the  contraction  of  the  anal 
sphincters,  is  thrown  into  numerous  longitudinal  folds.  These  folds 
are  not  entirely  obliterated,  even  when  the  anal  canal  is  distended, 
and  are  described  as  the  rectal  columns,  or  the  columns  of  Alorgagni. 
Between  these  columns  the  mucosa  of  the  rectum  dips  down  under 
the  free  margin  of  the  anal  skin,  forming  little  pockets,  called  the 
anal  crypts,  the  Morgagnian  crypts,  or  the  sacculi  of  Horner.  The 
free  margins  of  the  anal  skin  which  bridge  over  the  space  between 
the  columns,  thus  forming  the  anal  walls  of  the  crypts,  constitute  the 
semi-lunar  valves  of  ^lorgagni. 

Irregularly  placed  along  the  anorectal  line,  we  frequently  find 
small,  conical  elevations.  Because  of  their  shape,  they  are  called  the 
"anal  saw-teeth",  or  the  anal  papillae.  When  pathologic,  they  may  be- 
come so  greatly  hypertrophied  as  to  constitute  well-defined  tumors. 
Andrews  considers  these  analogous  to  the  caruncul?e  myrtiformes  of 
the  vagina,  and  says  that  they  are  "supposed  to  be  tactile  organs,  whose 
nerves  communicate  reflex  impulses  to  the  expulsory  muscles  en- 
gaged in  defecation." 

The  anorectal  line  has  a  very  important  clinical  significance,  in 
that  it  is  the  point  at  which  both  the  blood-supply  and  the  nerve- 
supply  become  dififerentiated.  Above  this  line  the  superior  hemor- 
rhoidal veins  begin,  and  these  empty  into  the  inferior  mesenteric 
vein,  W'hich  carries  the  blood  to  the  portal  circulation.  Below^  this 
point,  the  blood  is  carried,  via  the  middle  hemorrhoidal  and  the 
inferior  veins,  to  the  inferior  vena  cava. 

Again,  at  the  anorectal  line,  the  nerve-supply  of  the  lower  bowel 
changes.  Above  it  the  rectum  is  supplied  only  with  visceral  or  sympa- 
thetic fibers,  while  below  it  the  anal  skin,  the  levator  ani  muscles, 
and  the  striated  external  sphincter  muscle,  are  supplied  by  spinal 
nerves  derived  from  the  third  to  the  fifth  sacral  and  the  coccygeal 
nerves. 

It  must  be  borne  in  mind  that  the  anal  canal  is  surrounded  also 
by  the  internal  sphincter.  This  muscle,  being  a  thickening  of  the  cir- 
cular muscular  coat  of  the  rectum,  is  made  up  of  unstriped,  involun- 
tary fibers,  and,  in  common  with  the  rest  of  the  rectum,  has  a  visceral 
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innervation.  The  nerve-supply  of  the  rectum,  while  coming  from 
the  third  and  fourth  or  the  fourth  and  fifth  sacral  nerve,  is  composed 
only  of  visceral  or  sympathetic  fibers,  which  reach  the  rectum  by 
way  of  the  pelvic  plexuses.  Piersol  considers  that  these  visceral 
branches  are  really  white  rami  communicantes.  The  spinal  nerves 
supplying  the  anus  and  its  surrounding  structures  carry  some  fila- 
ments of  the  sympathetic  system. 

An  accurate  conception  of  the  diflference  between  the  nerve 
supply  of  the  anus  and  rectum  is  essential  that  we  may  understand 
more  clearly  the  significance  of  certain  symptoms  following  pathologic 
changes  in  these  tissues.  Normally,  the  sphincters  are  contracted, 
the  floor  of  the  rectal  ampulla  forming  a  bowl-shaped  cavity  with  its 
convexity  pointing  downwards.  Nearly  in  the  center  of  this  floor 
the  contents  of  the  rectum  come  in  contact  with  the  contracted  ano- 
rectal line,  with  its  spinid  nerve  supply.  Should  any  hypertrophied 
anal  papillae  be  present  these  may  project  above  the  floor  of  the  rec- 
tum, giving  an  additional  cutaneous  surface  for  receiving  and  trans- 
mitting spinal  sensation. 

The  rectal  crypts,  formed  by  the  folding  of  the  rectal  mucosa, 
and  innervated  by  a  visceral  nerve-supply,  are  situated  just  under 
the  free  skin-margins  of  the  semi-lunar  valves  of  Morgagni.  Any 
inflammatory  condition  or  irritation  of  these  little  pockets  is  almost 
sure  to  extend  to  the  overhanging  skin,  producing  marked  symptoms 
of  cutaneous  irritation.  The  pinching  of  these  structures  by  sphinc- 
teric  contraction,  particularly  when  they  are  inflamed,  produces  many 
disturbances  both  of  visceral  and  of  spinal  sensation. 

Below  the  ano-rectal  line,  as  evidence  of  the  irritation  of  spinal 
innervation,  we  have  sensory  disturbances  expressed  in  terms  of  pain, 
itching,  formication,  and  in  alterations  of  the  special  senses  of  touch, 
and  temperature,  with  their  modifications  of  dryness  and  of  moisture. 
Stimuli  i^roducing  these  sensory  disturbances  show  their  presence  by 
exciting  motor  contraction,  or  by  alterations  in  secretion. 

Above  the  dentate  border  all  of  the  specialized  spinal  sensations 
are  absent,  only  the  vi.sceral  sensation  being  felt.  \'isceral  sensa- 
tions are  those  which  carry  impulses  to  the  brain,  expressing  the 
needs  of  the  body  in  general,  so  that  certain  functions  may  be  as- 
sisted voluntarily,  or  that  our  needs  and  desires  may  be  gratified. 
Thus,  the  visceral  sensations  of  hunger  and  thirst  cause  us  to  volun- 
tarily gratify  our  desires,  while  a  sensation  of  sufifocation  causes  us  to 
assist  by  voluntary  muscular  action  a  mechanism  which  is  normally 
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automatic  and  practically  unconscious.  In  the  rectum  it  is  only 
pressure  and  muscle-sense  that  appeal  to  our  consciousness.  This 
sensation  is  translated  in  the  brain  into  a  desire  for  stool,  which  de- 
sire is  inhibited  or  assisted  voluntarily  as  occasion  may  require. 

Spasm  of  the  involuntary  muscles  may  produce  an  unpleasant 
sensation,  which,  for  the  lack  of  a  special  term,  we  call  pain.  This 
sensation  differs  from  pain  of  spinal  origin  in  that  it  is  difficult  to 
localize,  and  may  be  described  more  as  an  ache,  difficult  to  bear  and 
often  exhausting  to  the  patient. 

The  ^Morgagnian  crypts,  occupying  the  lowermost  and  central 
portion  of  the  rectal  ampulla,  are  frequently  subject  to  pathologic 
changes.  Their  openings  being  directed  upwards,  not  only  prevent 
drainage,  but  also  encourage  the  collection  of  feces,  undigested  food, 
foreign  bodies,  and  a  host  of  bacteria  in  these  little  pockets.  Sub- 
jected to  almost  constant  traumatism,  because  of  the  physiologic 
activity  of  the  lower  bowel,  they  more  than  any  other  of  the  ano- 
rectal tissues,  are  liable  to  become  inflamed  and  infected. 

Lesions  of  the  crypts  of  Morgagni,  because  they  involve  both  the 
visceral  nerve-supply  of  the  rectum  and  the  cutaneous  spinal  inner- 
vation of  the  anus,  are  associated  with  many  disturbances  of  the  re- 
flexes. These  crypts  being  situated  at  about  the  level  of  the  anasto- 
mosis of  the  inferior,  middle,  and  superior  hemorrhoidal  vessels,  and 
of  the  rich  networks  of  lymphatics,  frequently  are  a  source  of  infec- 
tion to  both  contiguous  and  more  distant  anatomic  structures. 

Wallis  considered  that  ulceration  of  the  proctodeum  and  infec- 
tion of  the  rectal  crypts,  primarily  are  responsible  for  the  occurrence 
of  "all  ischio-rectal,  pelvi-rectal,  submucous,  and  subtegumentary 
abscesses,  and,  as  a  natural  sequence,  they  are  the  cause  of  all  fistulas, 
which  are,  so  to  speak,  the  residue  of  these  abscesses." 

Ball  claims  that  anal  fissure  is  caused  by  the  tearing  down  of  a 
crypt,  followed  by  infection,  producing  a  chronic  ulcer.  He  con- 
siders the  "sentinel  pile"  as  an  inflamed  and  hypertrophied  semilunar 
valve  which  has  been  carried  downward  during  the  process  of  the 
formation  of  the  fissure.  While  I  do  not  agree  that  this  is  the  usual 
method  of  the  formation  of  a  fissure,  no  doubt  he  may  have  observed 
this  sequence  of  events.  I  am  quite  sure  that  I  have  seen  many  cases 
of  anal  fissure  in  which  the  sentinel  pile  was  present,  but  where  the 
anal  crypts  and  papillae  immediately  above  were  intact  and  apparently 
normal. 

Lesions    below    the    anorectal    line — and    here    we    must    include 
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irritations  and  inflammations  of  the  rectal  crypts — produce  many 
disturbances  of  spinal  sensations.  Pain,  associated  with  muscle- 
spasm,  is  frequently  encountered.  Parenthetically,  it  may  be  stated 
that  pain  due  to  anorectal  disease,  unless  due  to  tissue  intlammation 
or  suppuration,  is  directly  proportionate  to  the  amount  of  sphincter- 
spasm  induced,  and  is  more  marked  where  the  muscular  development 
is  excessive.  This  spasm  of  the  sphincters,  interfering  with  the  re- 
flex concerned  in  the  mechanism  of  defecation,  frequently  produces 
constipation.  In  addition,  pain  may  be  referred  to  extra  rectal 
structures  or  organs.  This  may  be  explained  by  the  fact  that  the 
sensory  irritation  produced  by  the  anorectal  lesion  causes  more  or 
less  disturbance  in  its  spinal  segment,  which,  in  turn,  is  transmitted 
to  other  areas  represented  in  the  same  segment  of  the  cord. 

Irritation  of  the  bowel  above  the  anorectal  line  results  in  dis- 
turbances of  the  visceral  sympathetic  system,  and  is  manifested  by 
musclespasm,  muscle  sensations,  and  tenesmus.  Alterations  in  secre- 
tion, resulting  in  the  production  of  a  diarrhea,  are  frequently  seen. 
Irritation  of  the  rectal  muscosa,  caused  either  by  tumors  or  by  ulcera- 
tion, frequently  produces  a  patulous  condition  of  the  anal  sphincters. 

Above  the  dentate  border  such  spinal  sensations  as  that  of  touch, 
itching,  and  ability  to  distinguish  between  heat  and  cold  are  absent, 
only  being  recognized  when  the  stimulation  becomes  so  intense  or  so 
diffused  as  to  invade  the  sensory  area  at  the  upper  margin  of  the  anus. 
The  rectal  mucosal  may  be  grasped  with  hemostats,  and  even  portions 
removed  without  the  patient  being  able  to  recognize  what  is  being 
done,  or  able  to  sharply  localize  the  point  of  irritation.  Some  dis- 
tress, associated  with  tenesmus  and  muscle  pressure,  is  frequently 
complained  of. 

Infection  and  malignant  processes  occurring  above  the  anorectal 
line  tend  to  spread  upwards  by  way  of  the  deep  lymphatics  to  the 
pelvic  or  uro-genital  organs,  or  to  the  liver,  via  the  portal  circulation. 
Below  the  dentate  border  superficial  abscesses  result  from  infections 
of  the  proctodeum  and  the  rectal  crypts.  Malignancy  frequently  is 
associated  with  extension  to  the  inguinal  glands. 

In  general  there  is  a  marked  tendency  for  pathologic  processes 
to  limit  their  invasion  to  the  embryonic  structure  in  which  they  began, 
the  anorectal  line  being  the  great  divide  between  the  ectodermic  and 
the  entodermic  structures.  Rectal  infection  and  malignancy  rarely 
extend  below  the  dentate  border,  while  anal  pathology  usually  re- 
mains below  this  line  and  the  levator  ani  muscles. 


112  Dunght  H.  Murray. 


Anorectal  symptomatology  is  equally  differentiated.  The  sub- 
jective symptoms  of  a  pathologic  process  bear  little  relationship  to 
the  lesion  per  se,  but  depend  upon  the  interference  with  the  func- 
tions of  the  spinal  or  sympathetic  nerve-supply  of  the  tissues  involved, 
whether  this  interference  be  mechanical,  inflammatory  or  functional. 

Bearing  in  mind  that  the  anorectal  line  separates  the  lower  bowel 
into  two  great  divisions  having  distinct  differences  in  embryonic 
origin,  as  evidenced  in  the  vascular  and  lymphatic  supplies  and  in  the 
nerve  distribution,  a  careful  consideration  of  the  location  and  the 
pathology  of  a  lesion  will  enable  us  to  arrive  at  a  clear  conception  of 
the  possible  extension  of  the  process,  as  well  as  to  understand  more 
fully  the  symptoms  associated.  Per  contra,  a  careful  analysis  of  the 
subjective  symptoms  frequently  will  give  us  a  good  idea  of  the  tissues 
involved,  and  prevent  many  errors  and  omissions  when  making  a 
diagnosis. 


FURTHER  OBSERVATIONS  ON  PRURITUS  ANI: 

ITS    PROBABLE   ETIOLOGIC   FACTOR; 

RESULTS  OF  TREATMENT. 

(A  third  report,  based  on  results  of  original  research.) 

By  Dwight  H.  ]\Iurrav,  M.D., 
syracuse,  new  york. 

It  is  my  aim  in  this  paper,  which  is  my  third  report,  to  give  what 
additional  information  I  have  gained  from  observation  and  experi- 
ence with  an  increasing  number  of  patients,  as  well  as  to  correct 
mistakes  and  erroneous  ideas  that  seem  to  obtain  with  some  who 
have  tried  to  follow  previous  reports. 

During  the  past  year  I  have  found  no  reason  for  materially  modi- 
fying the  statements  made  in  the  published  reports  of  the  two  previous 
years  of  research  on  pruritus  ani. 

I  have  gathered  additional  data  confirming  the  correctness  of 
my  former  statements,  and  have  given  comfort  to  several  victims  of 
a  most  tantalizing  condition. 

Six  of  the  cases  treated  during  the  past  year  have  had  severe 
pruritus  involving  the  scrotum.  This  seems  quite  analogous  to  pruri- 
tus vulvae,  and  streptococci  have  been  found  in  cultures  from  both  the 
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scrotum  and  the  vulvc-e.  \'accine  treatment  has  benefitted  the  scrotal 
compHcation  as  well  as  the  pruritus  ani. 

Three  women  who  had  pruritus  vulvae  as  a  complication  have 
been  examined  and  treated.  In  these  cases  a  streptococcic  infection 
was  found  in  cultures  from  the  vulvae.  Of  the  three  pruritus  vulvae 
cases  treated,  only  one  showed  marked  improvement.  We  have  not 
treated  enough  of  these  vulvar  complications  to  form  any  definite 
conclusions,  and  only  mention  these  at  this  time  as  a  suggestion  for 
further  investigation. 

In  Case  LIV.  no  streptococci  were  found ;  but  plenty  of  staphy- 
lococci. A  staphylococcic  vaccine  was  used  and  the  pruritus  was  re- 
lieved (as  happens  in  those  cases  with  streptococcic  infection  when 
treated  with  streptococcic  vaccine). 

In  five  cases  of  this  series  the  opsonin  test  was  made  and  found 
to  be  low  for  streptococci  in  all  but  one,  which  was  nearly  normal. 
In  case  No.  XXVI.  it  was  low  for  both  streptococci  and  staphylo- 
cocci. In  case  No.  LII.  a  test  was  made  before  the  treatment  was 
started,  which  showed  that  opsonins  were  very  low ;  after  the  itching 
was  relieved  another  test  was  made,  in  which  the  opsonins  were  found 
to  be  normal,  and  a  culture  taken  at  the  same  time  was  negative  as  to 
streptococci. 

Several  times  during  the  work  of  1913  I  have  had  occasio:i  to 
take  up  the  question  of  diet.  In  some  cases  it  had  been  restricted  and 
the  pruritus  was  not  lessened  on  account  of  it.  I  have,  therefore, 
ordered  a  full  diet  in  each  case.  These  patients  all  improved  under 
vaccine  treatment  without  regard  to  their  diet,  while  they  had  been 
growing  worse  on  a  limited  diet.  In  all  the  cases  treated  I  have  per- 
mitted patients  to  eat  everything,  unless  they  knew  an  article  dis- 
agreed with  them. 

When  we  consider  that  pruritus  rarely  extends  above  the  white 
line  of  Hilton,  it  is  difficult  to  understand  how  pruritus  of  the  anal  skin 
can  be  attributed  to  lesions  inside  the  anal  canal  unless  by  reflex 
action  and  a  complete  disregard  of  the  skin  infection.  My  experi- 
ence now  shows  that  when  pruritus  ani  exists  in  the  presence  of  any 
other  local  lesions,  and  a  skin  infection  also  exists,  it  is  unwise  to 
promise  a  cure  of  the  pruritus  by  operation ;  if,  however,  an  itching 
exists  with  other  pathological  conditions  and  bacterial  skin  infection 
is  not  present,  the  prognosis  will  be  much  more  favorable.  I  have 
not  seen  a  case  with  bacterial  pruritus  ani,  operated  for  the  correction 
of  local  lesions,  who  said  that  the  improvement  lasted  for  more  than 
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a  few  weeks.  I  know  it  is  claimed  that  cures  result,  but  I  have  not 
found  such  in  my  own  cases,  or  in  cases  operated  by  others  that  I 
have  seen  afterward. 

We  all  know  hundreds  of  cases  of  fistulcC  with  discharges  upon 
the  anal  skin  and  yet  no  pruritus  exists.  The  same  is  true  in  regard 
to  the  cases  having  hemorrhoids  and  constipation,  as  was  shown  in 
the  summary  of  the  nine  hundred  cases  covered  in  my  1912  report. 

Thirty-two  only  of  the  ninety-four  cases  were  examined  bac- 
teriologically  after  my  discovery,  and  all  had  the  skin  infection. 

In  my  1911,  1912  and  1913  reports,  comprising  fifty-seven  cases: 
Z2  were  not  constipated;  10  were  semi-constipated;  15  were  consti- 
pated; 42  had  no  hemorrhoids;  15  had  hemorrhoids;  47  had  no  dis- 
eased crypts ;  10  had  diseased  crypts. 

These  statistics  were  from  carefully  examined  cases  and  go  a 
long  way,  at  least  in  presumptive  evidence,  to  establish  the  statement 
made  last  year  that  when  local  diseased  conditions  exist  with  pruritus 
ani  they  must  be  looked  upon  as  coincidental. 

I  stated  that  the  moisture  accompanying  pruritus  ani  was  the 
result  of  low  grade  inflammation  produced  by  the  skin  infection ;  that 
it  came  from  the  skin  itself ;  and  that  it  was  not  the  result  of  a  leak- 
age of  mucous  from  the  rectum.  This  statement  has  been  criticized, 
but  I  still  hold  to  it.  I  am  willing  to  be  convinced  to  the  contrary ; 
but  must  have  proof. 

The  sphincter  muscle  in  my  cases  were  normal  or  even  tighter 
than  normal.  Did  any  one  ever  prove  that  in  a  normal  individual  the 
rectal  mucous  leaked  through  the  sphincter  on  to  the  anal  skin? 
Yet  why  would  it  not  do  so  as  well  as  in  the  pruritus  cases?  Only  a 
patulous  anus  would  allow  such  a  condition  to  occur.  Please  care- 
fully observe  this  point  in  all  your  patients  before  deciding  this 
question. 

During  the  past  year  and  a  half  I  could  have  established  more 
definite  data,  except  for  the  fact  that  I  have  been  badly  handicapped 
for  a  bacteriologist  who  had  time  to  do  all  that  I  wanted  done  in 
blood  tests  and  bacteriologic  diagnosis. 

"The  so-called  ])hagocytic  index  is  obtained  by  enumerating  the 
bacteria  ingested  in  a  certain  number  of  leucocytes  and  dividing  to 
obtain  an  average.  The  phagocytic  index  of  the  patient  divided  by 
the  average  phagocytic  index  of  a  number  of  normal  per.sons  gives 
the   opsonic   index.      That   this   procedure   in    skilled    hands   has   real 
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practical  value  can  hardly  be  doubted  when  one  notes  the  clinical 
results  obtained  by  Wright  and  his  co-workers." 

"In  certain  obstinate  infections  in  which  the  therapeutic  bac- 
terial inoculations  have  failed,  the  study  of  the  opsonins  may  furnish 
a  valuable  clue  to  the  cause  of  failure.  Still,  as  a  routine,  it  may  be 
dispensed  with." 

"Autogenous  vaccine  therapy  makes  prerequisite  a  bacteriologic 
diagnosis,  the  only  really  scientific  method  of  approaching  the  treat- 
ment of  an  infection." 

The  above  quotations  from  a  series  of  articles  now  being  pub- 
lished in  the  Journal  of  the  American  Medical  Association,  by  the 
Council  on  Pharmacy  and  Chemistry,  should  be  a  sufficient  answer 
to  critics  who  claim  that  the  opsonic  index,  as  used  in  this  work,  is 
without  value.  From  past  experience  in  this  line  I  believe  we  must 
look  to  the  phagocytic  index  for  valuable  information  in  all  these 
cases,  especially  the  more  obstinate  ones. 

If  a  complicating  infection  exists,  a  vaccine  from  it  is  necessary. 
When  other  bacteria  than  streptococci  are  found  to  be  the  sole  invad- 
ing organisms  we  must  use  a  corresponding  vaccine ;  hence  the  neces- 
sity for  a  bacteriological  diagnosis. 

In  my  present  series  twenty-five  new  cases  have  been  recorded  by 
me  during  the  past  year ;  all  but  five  of  which  have  shown  a  strepto- 
coccic infection.  One  of  these  had  an  ulcer  which  T  operated  and  the 
itching  ceased.    See  case  No.  XXXVIII. 

Cases  Nos.  LIV.  and  L\TI.  had  considerable  itching,  but  staphy- 
lococci were  found  in  No.  LIV.  and  spreader  in  No.  LVII.  The  other 
two  cases,  Nos.  XXXIII.  and  LV.,  did  not  return  for  enough  cultures 
so  that  I  could  be  sure  of  a  bacteriologic  diagnosis.  We  have  taken 
as  many  as  seven  cultures  in  some  cases  before  finding  streptococci. 

All  the  cases  treated  with  streptococci  vaccine  made  a  remarkable 
improvement,  except  the  two  women  with  pruritus  ani  and  vulvre. 

After  personal  investigations  in  treating  and  watching  results ; 
noting  how  cause,  eiTect  and  results  dovetail  together ;  comparing 
these  investigations  wnth  statements  and  theories  made  in  text  books, 
and  in  articles  appearing  from  time  to  time  in  medical  journals,  and 
containing  no  definite  pathology  or  scientific  reasons  for  cause  and 
efifect;  I  cannot  understand  how  the  profession  can  support  such 
theories  instead  of  the  bacterial  theory  which  has  been  so  well  proven 
in  my  own  cases,  and  has  been  confirmed  by  at  least  a  few  other  ob- 
servers. 
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The  uniformity  of  bacteriologic  findings  is  a  strong  support  for 
the  bacterial  theory  of  the  etiology  of  pruritus  ani.  The  chronicity  of 
all  the  cases;  the  uniform  symptoms;  the  similar  conditions  of  the 
skin ;  the  locality ;  the  regularity  as  to  the  time  of  attacks ;  the  uni- 
formity of  itching  outside  of  Hilton's  white  line;  the  uniform  blood 
findings  as  to  the  co-efficient  of  extinction  of  opsonins ;  and  the  fact 
that  the  local  applications  which  have  given  beneficial  results  have 
contained  a  strong  germicide ;  all  point  directly  to  a  common  cause, 
just  as  surely  as  a  field  of  wheat  points  to  the  fact  that  wheat  kernels 
were  planted  to  produce  it. 

Further  confirmation  is  found  in  the  commonly  good  results  of 
treatment  by  autogenous  vaccine  of  the  variety  of  bacteria  against 
which  the  patient  has  a  low  phagocytic  power.  This  theory  is  further 
confirmed  by  the  usual  lack  of  good  results  by  the  various  haphazard 
methods  of  treatment  in  general  vogue. 

Nearly  every  drug  in  the  National  Formulary  has  been  used  in 
the  treatment  of  pruritus  ani,  with  indifferent  results.  This  alone  is 
an  admission  of  helplessness  and  guess  work. 

]\Iy  reference  to  fissures  in  previous  papers  seems  to  have  been 
misunderstood  by  some.  For  correction  I  would  state  that  I  had  ref- 
erence only  to  skin  cracks  or  fissures,  not  to  anal  fissures  or  ulcers. 

During  February,  March  and  April,  1913,  Dr.  Leverett  D.  Bris- 
tol, Professor  of  Bacteriology  in  the  Syracuse  Medical  College,  did 
our  bacteriologic  work,  and  has  confirmed  the  findings  of  Dr.  F.  M. 
Meader  in  several  of  the  old  cases  as  well  as  in  the  new  cases  which 
were  recorded  in  those  months.  Prof.  Bristol  also  made  opsonin 
tests  in  five  of  the  cases,  and  his  reports  confirmed  the  previous  find- 
ings of  Dr.  Meader  in  this  regard.  The  results  of  the  bacteriologic 
work  being  so  nearly  identical  by  these  two  thoroughly  competent  ob- 
servers, should  go  a  long  way  to  prove  the  correctness  of  my  bac- 
terial theory  of  the  etiology  of  pruritus  ani. 

I  desire  at  this  time  to  express  my  appreciation  to  these  gentle- 
men for  the  invaluable  work  they  have  done,  without  which  it  would 
have  been  impossible  to  have  brought  forth  this  discovery. 

In  the  May  number  of  the  Medical  Review  of  Reviezvs  I  note  an 
article  on  pruritus  ani,  which  I  read  with  much  interest,  because  half 
of  it  was  devoted  to  my  work  on  this  subject.  The  author  seemed  to 
have  met  with  the  most  abject  failure  in  the  bacteriology  of  pruritus 
ani.  I  am  very  sorry  for  this,  tnit  he  seems  to  have  gained  a  wrong 
idea  from  reading  my  article,   and   I  am  not  at  all   surprised  at  his 
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results.     On  page  326,  beginning  at  the  eleventh  line,  he  states  his 
ideas  obtained  from  my  article,  as  follows : 

"In  this  paper,  Murray  reports  a  series  of  ninety-four  cases  of  pruritus 
ani,  most  of  which  were  benefited  by  a  course  of  treatment  with  vaccine 
therapy.  Needless  to  say,  that  in  all  these  cases,  all  other  rectal  or  anal  con- 
ditions present  were  remedied.  I  miglit  add,  that  of  these  ninety  four  cases, 
ninety-three  had  other  rectal  conditions,  either  hemorrhoids,  fistulas,  ulcers, 
anal  growths,  diseased  crypts,  hypertrophied  papillae  or  polypi.  Still  Murray 
claims  that  these  are  merely  coincidental,  and  that  their  removal  does  not  of 
itself  cure  pruritus ;  that  the  latter  is  a  true  skin  infection,  and  must  be 
treated  accordingly." 

His  statement  is  not  warranted  by  anything  in  my  reports ;  it  is 
entirely  misleading  as  will  be  seen  by  reading  that  portion  of  the 
article  from  which  he  gets  his  inspiration : 

"I  have  examined  my  records  of  nine  hundred  consecutive  cases  of  mis- 
cellaneous rectal  diseases,  and  find  that  four  hundred  ninety  were  consti- 
pated, three  hundred  sixty-nine  had  hemorrhoids,  and  ninety-four  pruritus 
ani.  Thirty-two  of  the  pruritus  ani  cases  have  been  examined  bacteriologic- 
ally,  and  in  every  case  the  streptococcus  has  been  the  predominating  germ. 
These  cases  are  reported  in  my  two  papers,  the  other  sixty-two  I  hope  to 
have  an  opportunity  to  test  bacteriologically  during  the  coming  year. 

"Of  the  ninety-four  cases  of  pruritus  ani  occurring  in  the  nine  hundred  case 
records  examined,  I  find  that :  50  were  constipated,  5.5  per  cent,  of  900  cases 
examined;  21  had  hemorrhoids,  2.3  per  cent.;  11  had  anal  growths,  1.2  per 
cent. ;  20  had  ulcers,  2.2  per  cent. ;  23  had  diseased  crj'pts,  2.5  per  cent. ;  12  had 
hypertrophied  papillje,  1.3  per  cent.;  3  had  polypi,  .03  per  cent.;  3  had  fistula,  .03 
per  cent." 

I  did  not  report  a  series  of  ninety-four  cases  of  pruritus  ani 
most  of  which  were  benefited  by  a  course  of  treatment  by  vaccine 
therapy.  Reference  to  both  of  my  articles  will  show  that  thirty-two 
cases  of  the  ninety-four  mentioned  had  been  examined  bacteriologic- 
ally, and  the  charts  in  the  reports  show  the  number  treated  and  the 
results.  Eighteen  of  the  thirty-two  were  treated  with  benefit,  and  all 
of  them  still  retain  most  of  the  benefit  received. 

Fourteen  of  the  cases  were  not  treated ;  three  had  a  very  mild 
return,  but  not  enough  to  bother  them  to  any  extent.  No  other  rectal 
diseases  were  recorded  except  those  stated  in  my  paper,  and  most  of 
the  patients  had  no  disease  other  than  pruritus  Some  had  been 
operated  upon  previously  with  no  benefit  beyond  a  very  temporary 
one. 

He  stated  that  my  report  showed  ninety-four  cases  out  of  the 
nine  hundred  had  itching,  and  that  ninety-three  of  the  ninety-four 
had  other  rectal  troubles.  I  again  refer  you  to  my  article  which  shows 
as  follows:     Out  of  the  nine  hundred  cases  in  the  series  examined, 
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four  hundred  and  ninety  were  constipated,  but  only  fifty  of  these 
(5.5  per  cent,  of  nine  hundred)  complained  of  any  itching;  and  of 
the  nine  hundred  cases,  three  hundred  and  sixty-nine  had  hemorrhoids, 
twenty-one  of  whom  (2.3  per  cent,  of  nine  hundred)  were  in  the  itch- 
ing list.  A  portion  of  these  were  without  doubt  among  the  cases  above 
mentioned  as  constipated.  This  also  applies  to  the  whole  list  of  dis- 
eases represented  in  the  ninety-four  cases. 

Of  the  thirty-two  cases  examined  bacteriologically  reference  to 
the  charts  of  the  two  year's  reports  shows:  8  were  constipated;  18 
not  constipated ;  6  semi-constipated ;  26  had  no  hemorrhoids ;  5  had 
internal  hemorrhoids ;  1  had  a  thrombotic  hemorrhoid. 

Against  this  showing,  seventeen  controls,  charted  in  my  two  first 
reports,  show  that :  6  were  constipated ;  6  were  not  constipated ;  3  were 
semi-constipated ;  7  had  hemorrhoids ;  7  had  no  hemorrhoids ;  3  had 
external  hemorrhoids. 

This  comparison  of  the  rectal  diseases  in  the  control  cases  with 
the  pruritus  cases  shows  a  marked  freedom  from  other  diseases  in 
the  pruritus  ani  cases ;  while  the  control  cases  all  had  local  lesions 
without  pruritus  ani. 

]My  experience  is,  that  an  operation  or  a  dilatation  of  the  sphinc- 
ter, when  the  skin  infection  exists,  may  cure  the  local  disease  but  does 
not  cure  pruritus  ani,  except  by  giving  temporary  relief  in  some  of  the 
cases.  In  these  three  series  patients  have  been  variously  operated, 
dilated,  and  injected,  and  the  pruritus  still  remains.  They  have  no 
word  of  praise  for  the  operative  treatment. 

As  to  the  discrepancy  in  results  of  which  he  speaks.  I  would  state 
that  possibly  there  is  some  fault  in  his  technic.  as  the  following  case 
will  illustrate : 

In  August,  1912,  I  was  invited  by  Dr.  W.  G.  States  to  see  a  case  of  pruritus 
ani  at  the  New  York  Polyclinic ;  clinically  the  case  was  typical.  I  made  a 
swab  and  sent  it  to  the  Polyclinic  Laborator}-,  which  reported  "Xo  streptococci." 
Two  days  later  I  again  saw  the  patient,  made  two  swabs,  one  of  which 
was  sent  to  the  Polyclinic  Laboratory,  the  other  to  Dr.  F.  M.  Meader. 
of  Syracuse.  The  Polyclinic  reported,  "Xo  streptococci";  Dr.  ]\Ieader 
reported,  "Abundant  streptococci".  A  colony  was  transferred  to  an  agar 
slant,  some  vaccine  was  made,  and  together  with  the  original  petri  plate 
(Endo's  Medium)  they  were  sent  to  the  Polyclinic,  but  no  report  was 
returned  to  me.  N^o  mistake  was  made  about  the  Syracuse  result,  as  we 
found  streptococcus  fecalis  present  in  almost  pure   culture,  and  proved  it. 

The  author  says  he  treated  one  case,  beginning  with  fifty  million 
dead  bacteria,  and  increasing  up  to  three  hundred  millions,  yet  had 
slight  if  any  improvetnent.     No  wonder !     ]\Iy  initial  dose  is  usually 
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one  hundred  thirty  miUions,  and  I  gradually  increase,  at  times,  to  two 
billions  at  a  dose.  The  uniform  strength  of  vaccine  is  1000  millions 
per  CC. 

I  have  reported  my  cases  and  discovery  just  as  the  research  work 
warranted,  I  gave  the  unvarnished  truth  to  the  jirofession  for  the 
benefit  of  mankind.  The  patients  say  that  no  treatment  they  have  ever 
before  received  has  given  them  such  complete  relief ;  and  they  are 
positive  in  this  because  they  have  had  experience  with  every  sug- 
gested treatment,  including  operations.  The  patient's  statement,  I 
believe,  is  the  best  evidence  of  the  value  of  this  treatmnt. 

While  I  am  not  fully  satisfied  with  the  progress  I  have  been  able 
to  make  (because  of  the  difficulty  of  getting  bacteriologic  work  done), 
yet  I  have  given  a  full  statement  of  the  facts,  as  found,  to  the  pro- 
fession. 

When  any  physician  decides  to  try  my  method  I  hope  he  will 
carefully  read  the  published  reports,  so  that  misunderstanding  of  the 
ideas  which  are  intended  to  be  conveyed  will  not  occur. 

SUMMARY   OF  ALL   LOCAL   LESIOXS   IN   57   CASES   REPORTED. 

Three  years' 
1911         1912         1913     Summary 

Indicanuria     15  9  7  31 

No  indicanuria    2  4  7  13 

Not    examined    2  0  11  13 

—  57 

Constipated     8  0  7  15 

Semi-constipated     4  2  4  10 

Not    constipated     7  11  12  30 

Not    reported    0  0  2  2 

—  57 

Have   skin   tags    6  3  4  13 

Have  no  anal   growths    13  10  21  44 

—  57 

Macerated    with    folds    19  14  21  54 

Not    macerated    0  0  3  3 

—  57 

Moisture 19  13  22  54 

No    moisture     0  0  3  3 

—  57 

Minus    pigment    19  11  21  51 

Fair   amount   pigment    0  2  4  6 

—  57 

Skin    fissures     19  H  21  51 

No    skin   fissures    0  2  4  6 

—  57 
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1911 

Xormal    sphincter    7 

Tight     sphincter     11 

Patulous    0 

Hemorrhoids     3 

Xo    hemorrhoids    16 

Ulcers     2 

Xo    ulcers     17 

Diseased    crypts     5 

X'o    diseased    crypts    14 

Hypert    papules    3 

Xo    Hypert   papules    16 

Abscess     0 

X'o   abscess    19 

Fistula    0 

Xo    fistula    19 

Scrotum    involved    0 

Vulva    involved     0 

PRESEXT  COXDITIOX  OF  CASES  TREATED  AXD  REPORTED  IX 
THE  FIRST  AXD  SECOXD  SERIES.* 

Case  I. — Was  free  from  itching  of  any  consequence  from  January,  1912, 
till  May,  1913,  when  he  began  to  have  slight  return  of  itching.  He  has 
up  to  this  date  taken  four  treatments,  and  the  itching  is  not  troubling  him 
any  to  speak  of. 

Case  IV. — Has  been  free  from  itching  most  of  the  time  since  Alay, 
1911.  Has  had  two  or  three  slight  returns,  but  two  or  three  treatments 
would  take  care  of  it  so  that  he  would  be  comfortable.  In  April,  1913,  an- 
other relapse  occurred,  and  he  is  now  under  treatment  and  is  improving. 

Case  V. — Xo  itching  since  January,  1912.  He  is  in  good  flesh,  working 
every  day,  and  is  perfectly  comfortable. 

Case  VIII. — Xo  return  of  the  itching. 

Case  IX. — Xo  return  of  the  itching. 

Case  XII. — Xo  report. 

Case  XIII. — Xo  itching  since  April,   1912. 

Case  XIV. — Xo  itching  since  May,   1912. 

Case  XV. — Xo  report.     When  last  heard  from  had  no  return  of  itching. 

Case  XVI. — Xo  report. 
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"^'Two  old  series. — 23  treated;  9  not  treated;  18  retain  improvement;  5 
not  reported.  New  series  of  cases. — 16  treated;  9  not  treated;  14  improved; 
2  not  improved. 
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Case  XVII.— No  report. 

Case   XVIII.— No  report. 

Case  XIX. — This  has  been  a  very  stubborn  case,  but  he  has  been  al- 
most entirely  free   from  itching  for  nine  months. 

Case  XX. — No  return  of  itching. 

Case  XXI. — No  return  of  itching. 

Case  XXII. — No  return  of  itching. 

Case  XXIII,— Not  treated. 

Case  XXIV. — No  return  of  itching. 

Case  XXVII. — Has  been  a  most  obstinate  case  with  a  complicating 
staphylococcic  infection;  also  has  an  eczematous  complication.  He  has 
been  kept  comfortable  most  of  the  time  since  beginning  treatment  in 
November,  1911. 

Case   XXVIII. — No  return  of  the  itching. 

Case  XXIX. — This  case  was  treated  as  reported  last  year  by  his  family 
physician.  He  improved  and  had  little  trouble  until  the  latter  part  of  1912, 
when  he  had  so  much  bleeding,  which  kept  up  notwithstanding  the  local 
treatment  of  his  family  physician,  that  on  January  20,  1912,  I  operated 
upon  him  for  internal  hemorrhoids.  He  felt  better  of  the  itching  until  a 
short  time  after  the  parts  were  all  healed,  when  the  itching  came  on  worse 
than  before.  He  began  with  the'  vaccine  treatment  February  13,  1913,  and 
is  now  improving  rapidly.  This  case  shows  good  evidence  of  the  fact  that 
hemorrhoids  do  not  cause  pruritus  ani.  If  such  had  been  the  fact  his 
pruritus  would  have  disappeared  as  a  result  of  the  operation. 

Case  XXX. — No  return  of  the  itching;  has  been  free  from  itching 
since  Marcli,  1912. 

Case  XXXII.— This  patient  reported  July  20,  1912,  that  she  had  no 
return  of  the  itching;  no  report  has  been  received  since  that  time. 

Case  XXXIII.— Not  treated. 

Case  XXXIV. — Pruritus  ani  and  vulvse;  was  benefited  a  short  time  by 
the  treatment,  but  since  have  been  unable  to  give  relief. 

Case  XXXV. — Was  entirely  relieved  from  itching  from  November, 
1912,  to  March,  1913.  He  began  the  treatment  promptly  and  is  now  im- 
proving. The  skin  in  this  case  at  the  present  appears  entirely  normal  with 
the  exception  of  one  deep  skin  fissure  anterior.  This  is  the  only  place 
where  itching  occurs  at  the  present  time. 

Case  XXXVI. — This  case  was  one  of  pruritus  ani  and  vulvae,  and  have 
not  been  aide  to  give  her  relief. 

Case  XXXVII. — Case  seen  at  Polyclinic  Hospital,  New  York  City, 
but  not  treated. 

Case  XXXVIII. — Pruritus  ani  simplex  with  irritable  ulcer  of  anus. 
No  infection  of  the  skin  was  found;  was  operated  and  to  date  has  had  no 
return  of  the  itching. 

Case   XXXIX.— Not  treated. ' 

Case    XL. — Not   treated. 

Case  XLI. — Treated  with  marked  improvement  until  taken  witli  pleur- 
isy, followed  by  phlebitis  in  each  thigh,  successively. 

Case  XLII.— Not  treated. 
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Case  XLIII.— Not  treated. 

Case  XLIV.— Treated  from  December  9,  1912,  until  January  4,  1913; 
no  pruritus  ani  since. 

Case  XLV. — Began  treatment  November  6,  1912.  Improvement  began 
December  4,  1912.  This  patient  had  pruritus  ani  involving  the  scrotum. 
There  has  been  no  itching  of  any  amount  about  the  anus  for  the  past  three 
months,  but  the  itching  still  persists  to  a  moderate  extent  over  the  scro- 
tum. 

Case  XLVI. — Patient  began  treatment  November  11,  1912.  Improve- 
ment began  November  29,  1912,  and  he  has  continued  with  scarcely  any 
itching  up  to  date.  No  treatment  since  March  17th,  and  is  now  in  Europe. 
A  Whitehead  operation  was  done  on  this  patient  for  the  relief  of  pruritus 
ani;  the  relief  was  only  temporary,  and  he  tells  me  that  the  vaccine  treat- 
ment has  given  him  genuine  relief,  such  as  he  has  never  before  experi- 
enced. 

Case  XLVII.— Not  treated. 

Case  XLVIII. — This  patient  was  operated  for  a  fistula,  after  the  bac- 
teriologic  report  showed  no  infection.  He  was  free  from  itching  following 
the  operation  from  July,  1912,  to  January  17,  1913.  I  took  another  culture 
and  we  found  streptococci.  He  has  been  under  treatment  since  February 
22d  until  April  26th,  with  very  marked  improvement.  At  the  present  time 
he  is  away  on  a  vacation.  This  patient  was  greatly  depressed  before  the 
operation  in  July,  but  after  this  the  depression  left  him.  During  March, 
1913,  his  depression  came  on  again  and  is  giving  him  more  trouble  now 
than   the  itching. 

Case  XLIX.— This  patient  began  treatment  November  29,  1912.  Slight 
improvement  began  December  14th  and  continued  without  itching  until  he 
discontinued  treatment  January  10th.  No  relapse,  and  to  date  the  patient 
is  still  without  itching. 

Case  L. — Pruritus  ani  and  vulvae.  A  most  distressing  case,  with  fre- 
quent paroxysms  of  itching  both  day  and  night.  Infection  found  as  in 
other  cases.  Treatment  began  December  12,  1912,  and  itching  began  to 
improve  January  17,  1913,  and  the  vulvar  itching  began  to  improve  Febru- 
ary 13th,  since  which  time  there  has  been  a  marked  and  rapid  improvement, 
and  she  had  been  almost  free  from  itching  since  April  8th. 

Case  LI. — No  treatment. 

Case  LII. — Patient  began  treatment  March  10,  1913,  with  a  rapid  im- 
provement until  May  3d,  when  a  relapse  began,  and  at  the  present  time 
we  are  having,  considerable  trouble  with  it. 

Case  LIII. — Patient  began  treatment  March  17,  1913.  Improvement 
began  April  10th,  and  he  has  had  very  little  itching  since  that  time. 

Case  LIV. — Treatment  began  March  26th,  1913;  no  streptococci  were 
found  in  this  case  but  staphylococci  in  abundance;  his  opsonin  test  was 
lower  for  staphylococci,  and  staphylococcic  vaccine  was  given.  The  im- 
provement was  rapid,  taking  onlj^  four  treatments,  when  he  was  discharged 
free  from  itching. 

Case    LV. — No   treatment. 
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Case  LVI. — This  patient  began  treatment  May  1,  1913,  and  is  still 
under   treatment  with   improvement. 

Case  LVII.— Began  treatment  May  1,  1913;  no  streptococci  were  found 
in  this  case;  neither  have  staphylococci  been  found.  A  spreader  bacillus 
was  found,  and  the  patient  began  to  improve  at  once  under  local  and  vac- 
cine treatment. 

NEW   CASES.   Nos.   33   to  57   IXXLUSIVE. 

Case  XXXIII. — April  3,  1912,  R.  E.  F.,  aged  forty-one,  printer;  has 
had  constipation  for  three  years.  Swabs  taken  from  the  skin  outside  the 
anus  before  and  after  scrubbing.  Bacteriologic  report  —  I.  External: 
B.  coli,  few.     II.   External:   no  growth. 

This  patient  did  not  take  treatment  and  no  further  cultures  were  made. 
The  fact  that  no  streptococci  were  found  does  not  prove  that  they  were 
not  there,  as  is  shown  by  a  number  of  cases  where  streptococci  were  not 
found  until  subsequent  cultures  were  taken — in  one  case  not  until  the  7th 
culture. 

Case  XXXIV.— June  17,  1912.  Mrs.  A.  J.  II.;  cultures  have  been  taken 
of  this  case  on  two  ocasions  before  I  saw  her,  neither  of  which  contained 
streptococci;  both  showed  staphylococci. 

June  17,  1912,  I  made  two  swabs:  I.  After  curetting  the  skin  outside 
the  anus.  II.  From  the  mucous  membrane  inside  the  anus.  Bacteriologic 
report:  I.  External — streptococcic-(--f-,  B.  coli.  II.  Internal — stahylo- 
cocci. 

June  22,  1912,  I  began  vaccine  treatment  in  the  usual  way  and  im- 
provement began  after  the  fifth  treatment.  This  continued  part  of  the 
time  with  no  itching  at  all,  occasionally  with  a  little  itching,  until  October 
1st,  when  itching  began  to  be  worse;  the  skin  about  the  anus  began  to 
swell,  and  fissures  in  the  skin  became  quite  deep  and  unhealthy.  From 
this  time  on  the  patient  has  had  severe  itching  about  the  anus  and  vulvas. 

Streptococci  have  been  found,  yet  up  to  the  present  time  I  have  been 
unable  to  give  this  patient  relief.  She  is  suffering  terribly,  and  I  believe 
that  if  I  could  secure  sufficient  bacteriologic  attention  in  this  case  that  we 
could  find  why  relief  is  not  obtained  here  as  in  other  cases  that  have  been 
treated    (excepting  case  XXXVI.). 

Case  XXV.— June  22,  1912.  H.  D.  K.,  aged  forty-six;  has  been 
troubled  with  itching  for  thirty  years,  gradually  growing  worse.  His  rest 
is  broken;  the  skin  is  macerated,  and  there  are  deep  skin  fissures.  I.  Cul- 
ture taken  outside  the  anus.  II.  Curetted  outside  the  anus.  III.  Culture 
taken  inside  the  anus.     Bacteriologic  report:     B.  coli  only. 

B.  coli  was  the  only  germ  found  until  the  7th  culture  was  taken,  when 
we  found  a  pure  culture  of  streptococci,  B.  -coli.  Vaccines  were  used  with- 
out result.  The  first  five  injections  were  of  B.  coli  until  a  good  reaction 
was  produced,  but  no  change  in  the  itching.  I  then  used  mixed  and  stock 
streptococcic  vaccine  for  three  injections.  With  the  third  injection  of 
mixed  vaccine  he  had  a  beginning  improvement;  this  was  followed  by  a 
bouillon  culture  of  streptococci,  from  which  no  efifect  whatever  was 
noticed.     After  this  I  began  with  B.  coli  and  streptococcic  vaccine  and  his 
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itching  began  to  grow  less,  and  there  was  a  continued  improvement  until 
his  tenth  injection. 

On  December  17,  1912,  I  advised  him  to  discontinue  treatment  for  a 
time.  On  February  1st  he  called  at  the  office  and  said  he  had  been  en- 
tirely free  from  itching  since  the  last  treatment.  This  continued  until 
March  17th,  when  the  itching  returned.  Streptococci  in  large  numbers 
were  found  in  the  culture  and  he  again  began  the  treatment.  The  vaccine 
used  at  this  time  did  not  seem  to  have  strength  to  produce  a  reaction  and 
no  results  were  obtained  up  to  April  14th.  At  this  time  a  new  vaccine 
was  made  which  was  stronger.  This  was  given  at  his  home  by  a  phj'sician 
who  was  his  brother. 

Case  XXXVI. — January  3,  1905.  ]Mrs.  C,  aged  fifty-two;  pruritus  ani 
and  vulvae.  Has  had  pruritus  ani  for  thirty-seven  years.  The  disease  ex- 
tends from  the  tip  of  the  coccyx  to  the  urethra,  and  for  a  distance  of  one 
and  one-half  inches  outside  the  anus.  Examination  showed  redundant  tis- 
sue all  about  the  anus.  The  hemorrhoidal  area  was  reddened;  one  diseased 
crypt  in  the  L.  A.  Q.  At  this  time  I  knev\r  of  no  way  to  treat  the  patient 
successfully  and  was  glad  to  have  her  go  elsewhere  for  treatment. 

July  23,  1912,  she  returned  and  was  examined;  conditions  were  prac- 
tically the  same  as  seven  years  previous.  Skin  fissured,  macerated,  and 
lacking  in  pigment;  vulvae  were  not  so  much  involved  at  this  time.  Cul- 
tures were  taken  as  usual  and  streptococci  were  found  on  the  skin  outside 
the  anus.  A  bouillon  culture  was  made,  but  no  results  obtained  from  its 
use. 

Notwithstanding  the  treatment  of  this  patient  we  have  been  unable  to 
obtain  an  amount  of  improvement  such  as  would  warrant  us  at  all  in  say- 
ing that  any  improvement  has  been  made.  This  case  is  still  under  treat- 
ment, and  I  sincerely  hope  I  will  be  able  to  give  her  relief. 

Case  XXXVII. — A  man  aged  fifty  was  seen  by  me  with  Dr.  W.  G. 
States  at  the  Polyclinic  Hospital  in  New  York  City.  His  case  was  typical 
of  other  cases  of  this  class.  I  took  a  culture,  which  was  worked  out  in 
the  Polyclinic  Bacteriologic  Laboratory,  with  a  report  that  only  staphy- 
lococci were  found.  Three  days  later  I  again  saw  the  patient  and  took  two 
cultures;  one  was  sent  to  the  Bacteriologic  Laboratory  of  the  Polyclinic, 
and  the  other  to  Dr.  Header,  of  Syracuse.  Tlie  New  York  Polyclinic 
failed  to  find  streptococci,  but  Dr.  Meader  found  abundant  streptococci. 
Dr.  Meader  made  a  transfer  to  an  agar  slant,  made  some  vaccine,  and  sent 
these  with  the  petri  plate  to  the  Polyclinic  Bacteriologic  Laboratory  for 
proof  of  the  presence  of  streptococci.  Up  to  the  present  time  I  have  re- 
ceived no  acknowledgment  of  this  from  the  Polyclinic  Laboratory.  I 
was  told  by  Dr.  States,  subsequently,  that  the  patient  never  returned  to 
the  clinic. 

Case  XXXVIII.— August  27,  1912;  Mrs.  H.,  aged  forty-three;  very 
fleshy  woman.  This  patient  gives  a  history  of  itching  for  the  past  three 
months;  itching  at  night,  and  complaining  of  moisture  day  and  night.  She 
is  worst  at  bedtime. 

Examination  showed  a  sentinel  pile  posteriorly,  with  a  cup-shaped 
ulcer  in  the  anal  canal  just  above;  there  were  a  few  skin  fissures  and  the 
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skin  was  slightly  swollen;  sphincter  normal;  no  internal  hemorrhoids;  a 
few  diseased  crypts.  I  took  cultures  from  the  skin  outside,  one  from  the 
base  of  the  ulcer,  and  one  from  inside  the  anus.  Streptococci  were  not 
found  in  any  one  of  the  three.  On  receiving  this  report  from  the  bac- 
teriologist, I  operated  on  the  ulcer  and  from  the  time  that  healing  was  well 
along  this  patient  had  had  no  itching.  She  was  discharged,  with  the 
ulcer  healed,  October  17,   1912. 

During  this  time  she  had  only  the  slightest  itching.  I  feel  that  tliis 
case  is  one  of  the  cases  which  in  my  last  year's  paper  I  diagnosed  as 
pruritus  ani  simplex,  or  one  that  was  caused  by  some  actual  lesion  but 
without  the  skin  infection.  In  such  cases  it  seems  to  me  we  are  justified 
in  giving  a  favorable  prognosis  as  to  the  pruritus,  while,  if  the  skin  infection 
had  been  present,  I  would  not  give  a  favorable  prognosis  without  the  vac- 
cine treatment  in  connection  with  the  operative  treatment. 

On  February  6,  1913.  she  returned  saying  that  she  had  had  two  or 
three  spells  of  itching  of  minor  degree.  I  again  took  cultures,  but  no 
bacteria  were  reported.     At  the  present  time  the  patient  remains  well. 

Case  XXXIX. — September  23,  1912;  Mr.  M.,  aged  thirty-two;  trav- 
eling salesman.  Acquired  syphilis,  but  has  been  cured  for  ten  years. 
Noguchi  test  is  negative.  First  noticed  pruritus  ani  one  and  one-half  years 
ago;  itching  very  slight  in  the  day  time,  but  intense  at  night. 

Examination  showed  external  parts  for  one  and  one-half  inches  about 
the  anus  moist,  with  skin  fissures,  and  lacking  in  pigment;  sphincter  nor- 
mal; internal  hemorrhoids.  Cultures  were  taken  inside  and  outside  as 
usual.  Bacteriologic  report:  I.  Exterior — streptococci,  few  B.  coli.  II.  In- 
terior— no  growth. 

This  patient,  being  a  traveling  man,  did  not  report  again  until  January 
20,  1913,  when  a  new  culture  was  taken  which  showed  streptococci.  This 
patient  has  taken  no  treatment,  and  has  not  appeared  since  the  last  culture 
was  taken. 

Case  XL. — Mr.  G. ;  seen  in  consultation  in  New  York  City;  has  typical 
local  conditions.  Cultures  taken  and  forwarded  by  mail  to  our  Syracuse 
Laboratory.  The  package  did  not  arrive  in  proper  time  and  no  growth 
was  found  on  the  petri  plate.  I  was  never  able  to  get  another  culture  of 
this  case. 

Case  XLI. — September  28,  1912;  Mr.  D.,  aged  sixty-one;  insurance. 
Patient  said  that  he  had  never  had  pruritus  ani  until  two  months  ago. 
The  itching  is  very  severe;  the  skin  for  one  and  one-half  inches  outside 
the  anus  was  almost  completely  denuded;  internal  hemorrhoids  present, 
large  and  bleed  easily;  one  internal  hemorrhoid  present  at  the  anal  opening 
and  allows  considerable  moisture  to  come  from  this  source  upon  the  ex- 
terior parts.  No  streptococci  were  found  in  this  case  until  the  fifth  culture 
had  been   taken,  though   B.  coli  were  found  each   time. 

A  B.  coli  vaccine  was  made  and  the  first  three  injections  were  from 
this  vaccine.  The  fourth,  fifth,  and  sixth  injections  were  made  with  strep- 
tococci and  B.  coli  mixed,  because  of  the  belief  that  possibly  there  was  a 
complicating  infection.  After  the  fifth  injection,  which  gave  him  quite  a 
strong  general  and  local  reaction,  I  found  the  skin  considerably  improved 
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and  the  itching  was  less.  A  few  days  after  the  sixth  treatment  he  was  taken 
with  a  pleurisy,  first  on  the  right,  and  then  on  the  left  side.  Eight  days 
after  he  had  a  pronounced  phlebitis  in  the  left  thigh,  and  when  this  began 
to  improve  he  developed  a  phlebitis  in  the  right  leg.  Three  months  later 
I  saw  the  patient  at  his  home  and  he  told  me  that  he  had  been 
almost  entirely  free  from  itching  since  the  last  treatment.  His  family 
physician  wondered  if  the  phlebitis  could  have  been  caused  by  the  vaccine 
injected.  These  injections  had  been  mostly  B.  coli  vaccine,  but  according 
to  my  experience,  which  has  now  been  large  in  the  use  of  vaccines,  I  do 
not  believe  the  phlebitis  was  anything  more  than  coincidental,  as  I  have 
never  had  untoward  results  in  any  of  the  cases  so  far  as  I  have  ever  ob- 
served. 

Case  XLII.— October  11,  1912;  Mr.  M.,  aged  thirty-eight;  attorney. 
Has  been  having  itching  for  many  years  though  it  has  not  been  very  severe. 
Examination  showed  the  skin  only  slightly  macerated  but  not  fissured;  the 
epithelium  is  not  much  denuded;  sphincter  tight;  no  ulcers,  fissures,  inter- 
nal hemorrhoids  or  other  growths;  the  mucous  membrane  is  slightly  con- 
gested. Cultures  taken  show  streptococcic  infection;  a  second  culture 
showed  the  same.     This  patient  has  not  taken  treatment. 

Case  XLIII. — November  6,  1905;  Mr.  E.,  aged  forty-nine;  banker. 
Three  years  previous  he  said  he  had  ulcer  of  the  rectum,  wliich  healed  in 
three  or  four'  months  under  treatment.  He  also  said  he  had  eczema  of  the 
face  and  scrotum.  Examination  showed  small  internal  hemorrhoids,  one 
of  which  is  denuded  at  its  lower  portion;  no  evidence  of  maceration  of 
skin,  and  hemorrhoids  do  not  protrude. 

September  23,  1912,  the  patient  came  for  examination  at  my  request. 
He  has  been  somewhat  better  but  the  pruritus  ani  still  continues;  he  is 
treating  it  occasionally.  Examination  showed  redness  on  raphe  between 
the  anus  and  the  scrotum.  This  does  not  have  the  typical  appearance  of 
pruritus  ani.  Cultures  were  taken  from  the  raphe  and  one  from  the  anus. 
Bacteriologic  report:  I.  from  the  anus — B.  coli.  II.  From  raphe — B.  coli, 
streptococci.     Xo  treatment  was  taken  by  this  patient. 

Case  XLIV.— October  25,  1912;  Dr.  L.,  aged  thirty-two.  Has  had 
pruritus  ani  for  the  past  three  years;  scrotum  also  itches.  Began  about  the 
anus  first;  occasionally  itching  during  the  day;  worse  when  in  bed.  Ex- 
amination showed  skin  macerated,  fissured  and  lacking  in  pigment;  sphinc- 
ter normal;  no  internal  hemorrhoids  or  other  local  diseased  conditions. 
Took  cultures  in  the  usual  manner  from  anus  and  frnm  the  juncture  of 
penis  and  scrotum.     Bacteriologic  report:     I.  B.  coli.     II.  Xo  growth. 

On  November  18th  two  cultures  were  taken  from  the  anal  skin.  The 
report  was  B.  coli  and  streptococci.  This  patient  was  treated  entirely 
without  local  applications.  His  itching  began  to  improve  after  the  fifth 
treatment,  when  a  strong  reaction  took  place.  There  has  been  practically 
no  itching  since   that  time. 

Case  XLV.— October  30,  1912;  Mr.  S.,  aged  forty-four;  tailor.  Has  had 
pruritus  ani  for  the  past  four  years,  it  is  persistent  both  day  and  night, 
about  the  scrotum  and  groins  as  well  as  the  anus.  The  skin  about  the  anus 
is  macerated,  redundant,  deeply  fissured,  with  loss  of  pigment;  and  the  scro- 
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turn  is  very  red;  sphincter  normal;  no  internal  hemorrhoids  or  other  dis- 
eases. The  patient  has  lost  so  much  sleep  that  he  is  in  a  very  nervous 
state.      Three    cultures    were    taken:      I.    Skin    outside    the    anus— B.    coli, 

spreader.     II.  Skin  inside  the  anus — no  growth.     III.  Skin  of  scrotum no 

growth.  Only  B.  coli  and  spreader  were  found  in  this  case  until  the  fifth 
culture  when  streptococci  were  found. 

Treatment  was  begun  with  a  stock  vaccine  from  anotlicr  patient. 
Following  the  sixth  injection  a  severe  reaction  occurred;  itching  not 
severe  enough  to  speak  of  during  the  day,  and  only  half  as  much  at  night. 
From  this  time  on  the  itching  grew  less,  and  while  he  is  still  under  treat- 
ment, he  has  had  no  itching  of  any  amount  for  the  last  three  months. 
There  is  still  itching  at  the  juncture  of  the  scrotum  and  penis,  but  at  this 
point  we  have  not  been  able  to  demonstrate  streptococci;  on  one  occasion, 
however,  we  did  find  staphylococci.  The  patient  has  been  treated  almost 
entirely  with   stock  vaccine   made   from  cultures  of  other  patients. 

Case  XLVI.— October  31,  1912;  Mr.  T.,  aged  si.xty-eight;  banker.  Is 
in  good  health  with  exception  of  pruritus  ani;  is  semi-constipated;  had 
pruritus  ani  for  past  thirty  years;  has  no  other  rectal  disease,  nor  had  any 
except  some  moderate  sized  internal  hemorrhoids  which  were  removed 
five  and  one-half  years  ago  by  a  Whitehead  operation.  He  was  told  at  this 
time  that  the  operation  would  cure  the  pruitus  ani;  he  was  slightly  im- 
proved following  the  operation,  but  in  a  short  time  he  was  worse  than 
before.  Ttie  skin  for  two  inches  about  the  anus  was  macerated,  in  deep 
folds,  and  fissured;  sphincter  normal;  prostate  slightly  enlarged.  Cultures 
were  taken  as  usual,  the  report  was:  B.  coli,  spreader,  and  streptococci. 

This  patient  was  started  with  stock  vaccine  and  the  itching  began  to 
improve  following  the  third  injection.  The  patient  made  a  rapid  and  sat- 
isfactory improvement  and  has  been  free  from  itching  of  any  account  for 
the  past  three  months.  He  is  now  traveling  in  Europe,  and  when  leaving 
here  he  was  very  much  pleased  with  his  condition,  and  said  it  was  the  only 
treatment  from  which  he  had  experienced  true  relief. 

Case  XLVII.— November  1,  1912;  Dr.  M.,  aged  fifty-seven.  He  had 
pruritus  ani  for  past  twenty  years.  Examination  showed  internal  hemor- 
rhoids; not  much  moisture  nor  maceration;  no  skin  fissures;  sphincter  nor- 
mal; no  internal  rectal  disease.  Cultures  were  taken  from  the  skin  about 
the  anus  in  the  usual  manner.  Bacteriologic  report:  Streptococci,  pure 
culture.     This  patient  has  not  yet  begun  treatment. 

Case  XLVIIL— June  14,  1912;  Dr.  B.,  aged  fifty-three.  This  patient 
was  very  much  depressed,  worn  out  with  suffering  from  pain  and  pruritus 
ani.  and  has  had  his  trouble  for  the  past  two  years.  Comes  on  mostly  at 
night,  slightly  in  the  day  time.  Examination  showed  the  skin  macerated 
for  one  inch  outside  the  white  line,  and  badly  fissured  at  the  anal  margin; 
sphincter  very  tight;  posteriorly  there  is  an  ulcer,  and  from  it  can  be  seen 
exuding  a  drop  of  pus,  and  a  probe  can  be  passed  into  a  fistulous  tract  at 
this  point;  the  mucous  membrane  of  the  anal  canal  is  denuded  in  several 
places.  Culture  was  taken  from  the  skin  about  the  anus,  and  from  the 
mucous  membrane  inside;  also  an  extra  specimen  from  the  sfcin  outside, 
after   slightly   curetting  the   surface.     No   streptococci   were   found   in    any 
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of  the  cultures,  but  staphylococci  were  found  in  the  culture  taken  from  the 
inside  where  the  fistulous  tract  was  discharging. 

On  June  20th  he  entered  the  hospital  and  was  operated.  Not  finding 
any  skin  infection  I  deemed  this  the  wisest  course,  making  a  favorable 
prognosis  on  this  account.  He  made  a  rapid  and  complete  recovery  from 
the  operation,  and  was  free  from  itching  until  January  1st,  when  he 
noticed  some  skin  fissures  and  a  slight  itching. 

My  first  culture  on  his  return  did  not  show  streptococci  infection, 
but  February  18th  the  culture  showed  streptococci  and  B.  coli.  Streptococ- 
cic vaccine  was  made  and  treatment  began  at  once;  a  blood  test  was  made 
which  was  nearly  normal  for  streptococci.  Notwithstanding  this,  vaccine 
was  made,  and  a  reaction  was  obtained  following  the  fifth  injection.  From 
this  time  forward  the  itching  began  to  change  in  character  and  grow  less. 
The  improvement  was  gradual  until  April  26th,  when  he  went  away  for  a 
vacation,  in  a  very  much  better  local  condition,  but  with  his  old  depres- 
sion on,  so  it  was  thought  wise  for  him  to  take  a  vacation  inasmuch  as  his 
local  conditions  were  improved. 

Case  XLIX.— November  22,  1912;  Mr.  D..  aged  fifty-four;  retired.  Has 
had  pruritus  ani  for  the  past  twenty  years.  Went  to  a  surgeon,  in  New 
York  City,  fifteen  years  ago,  who  did  a  valvotomy.  He  feels  that  this  did 
him  harm.  The  doctor  used  citrine  ointment  until  the  skin  was  all  off; 
this  treatment  was  kept  up  for  four  or  five  months.  He  was  then  improved 
for  some  years,  but  of  late  he  has  had  trouble  from  time  to  time.  Exam- 
ination showed  skin  fissures,  slight  maceration  and  loss  of  pigment,  some 
folds;  sphincter  normal;  very  small  internal  hemorrhoids;  no  hypertro- 
phied  papillae  or  diseased  crypts;  proctoscope  shows  acute  proctitis.  Took 
cultures  in  the  usual  way  outside;  also  from  the  sigmoid.  Bacteriologic 
report:     I.  Outside — B.  coli,  streptococci.     II.  At  sigmoid — B.  coli. 

The  patient  began  to  improve  after  the  third  injection,  though  he  had 
no  general  reaction  until  the  seventh  injection.  He  had  a  good  local 
reaction  after  the  fifth  treatment.  I  saw  him  about  the  middle  of  April  and 
he  reported  that  there  was  no  itching  since  his  last  treatment  on  January 
10th. 

Case  L. — December  4.  1912;  Mrs.  W..  aged  si.xtj'-one.  Began  with 
most  intense  pruritus  ani  two  years  ago.  This  has  extended  over  the  labia 
majora  and  minora  for  about  nine  months,  and  her  life  is  absolutely  miser- 
able. Has  most  intense  itching  both  day  and  night,  with  excoriations  of 
the  skin  and  mucous  membrane  throughout  all  these  parts.  Cultures  were 
taken  from  the  skin  about  the  anus  and  the  vulvae  in  the  usual  manner. 
Bacteriologic  report:     No  growths  from  any  of  the  cultures. 

On  December  9th  new  cultures  were  taken.  Bacteriolgic  report: 
Streptococci,  B.  coli;  these  were  found  in  the  culture  both  from  the  labia 
and  the  anus.  Vaccines  were  made,  and  the  usual  treatment  begun  with 
no  improvement  until  the  fifth  injection,  when  she  reported  that  she  was 
somewhat  more  comfortable.  There  was  gradual  improvement  in  the  case 
from  this  time  forward,  and  while  she  is  still  under  treatment  she  has 
had  practically  no  itching  at  all  since  the  first  of  March. 

Following   an    injection    on    February    17th    she    had    a   very    severe    re- 
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action,  the  most  severe  local  reaction  this  patient  has  had.  The  swelling 
of  the  arm  did  not  go  down,  and  on  the  11th  of  March  1  lanced  it 
and  found  a  half  dram  of  what  appeared  like  bloody  serum.  A  cul- 
ture of  this  was  made  and  it  was  found  to  be  entirely  sterile.  This 
is  the  only  case  where  anything  like  this  has  occurred  during  my  entire 
experience.  I  have  no  doubt  that  this  would  have  absorbed,  and  probably 
the  patient  would  have  been  better,  if  I  had  not  lanced  it.  This  is  the  third 
pruritus  vulvse  complication,  and  in  all  of  these  we  have  found  the  skin 
infection.  I  give  this  for  what  it  is  worth,  and  hope  the  profession  will 
take  pains  to  test  the  matter  out  in  their  cases. 

We  have  found  several  males  who  have  had  the  pruritus  extending 
along  the  groins  and  over  the  scrotum;  some  of  them  have  had  a  skin  in- 
fection, while  none  was  found  on  others.  These  male  patients  all  obtained 
relief  from  the  vaccine  treatment.  These  cases  may  be  of  the  same  nature 
as  pruritus  vulvae. 

Case  LI. — February  6.  1909;  Mr.  C,  aged  forty-five;  traveling  salesman. 
First  noticed  pruritus  ani  twenty-eight  years  ago;  has  gradually  grown 
worse,  and  a  little  neglect  of  the  parts  has  increased  the  trouble  markedly. 
Examination  showed  sphincter  very  tight;  small  internal  hemorrhoids;  one 
diseased  crypt.  The  skin  is  macerated,  fissured,  minus  pigment,  and  in 
folds. 

This  patient  was  treated  a  few  times  following  the  date  given  with 
more  or  less  indifferent  results.  On  December  9,  1912,  he  came  to  the  office 
and  I  took  a  culture  of  the  parts  just  to  see  if  the  infection  appeared  or 
not,  and  the  bacteriologic  report  showed  B.  coli  and  streptococci.  This 
patient  was  not  treated  by  vaccines. 

Case  LII. — March  5,  1913;  Mr.  S.,  aged  fifty-one;  brewer,  not  a 
drinker.  Has  had  pruritus  for  more  than  twelve  years  and  is  gradually 
growing  worse;  it  now  troubles  him  day  and  night;  gets  up  at  night  at 
least  every  two  hours,  and  then  gets  onl}'  temporary  relief  from  local  ap- 
plications. 

Examination  shows  skin  fissured;  excess  of  moisture;  folds  of  skin 
are  swollen  and  raised  for  about  two  and  one-half  inches  around  the  anus. 
Cultures  were  taken  in  the  usual  way.  I.  From  the  skin  outside  the  anus; 
II.  From  the  mucous  membrane  inside.  Bacteriologic  report:  I.  External 
— streptococci,  B.  coli.     II.  Internal — streptococci.  B.  coli. 

A  culture  was  also  taken  on  March  7th  from  the  skin  outside  the  anus, 
and  showed  a  pure  culture  of  streptococci. 

This  patient  began  vaccine  treatment  on  March  10th,  and  there  was 
quite  marked  improvement  after  the  fourth  treatment,  when  he  had 
a  good  local  and  general  reaction.  Following  the  tlfth  treatment  the 
parts  began  to  take  on  a  much  better  appearance.  At  the  present  time 
he  says  he  has  no  itching,  and  sleeps  from  seven  to  nine  hours  at  night 
without  awaking.  The  patient  is  still  under  treatment  but  has  had  almost 
no   itching   since   February  9th. 

Case  LIII.— March  12,  1913;  Mr.  B.,  aged  twenty-seven;  commerciil 
traveler.  Has  had  pruritus  ani  for  past  three  years,  gradually  growing 
worse.     The   itching   began   on   going   to   bed.   and   he   is   kept   aw.ike   most 
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of  the  night  by  it;  itching  only  slightly  in  the  day  time;  itching  entirely 
outside  Hilton's  white  line.  Examination  showed  the  skin  macerated,  fis- 
sured, lacking  in  pigment  about  anus;  sphincter  normal;  no  anal  disease. 
Cultures  were  taken  outside  the  anus.  Bacteriologic  report:  I.  External — 
streptococci,  staphylococci.  II.  Internal — streptococci,  staphylococci,  B. 
coli. 

Treatment  began  on  the  17th  of  March.  The  patient  is  still  under 
treatment.  He  had  a  good  local  and  general  reaction  following  the  fifth 
injection,  and  the  itching  began  to  improve  after  this  treatment.  After  the 
sixth  treatment  he  reported  that  he  had  no  itching  at  all  at  night;  a  little  in 
the  day  time,  and  a  little  at  bedtime.  No  local  applications  were  used  in 
the  treatment  of  this  case. 

Case  LIV. — March  21,  1913;  Mr.  F.,  aged  seventy-one;  cartman.  Pruri- 
tus ani  affecting  both  anus  and  scrotum;  this  has  continued  for  fifteen  years. 
Examination  shows  skin  red  and  macerated  for  one  and  one-half  inches 
around  the  anus.  He  had  used  kerosene  oil  for  local  application  the  night 
before  my  examination.  Examination  shows  sphincter  normal;  some  very 
small  internal  hemorrhoids.  His  pruritus  keeps  him  awake  nearly  all  night 
and  troubles  him  somewhat  during  the  day  time.  I  took  the  usual  cultures 
outside  and  inside  the  anus.  Bacteriologic  report:  I.  External — B.  coli, 
staphylococci.  II.  Internal — no  growth.  Blood  test  low  for  coefficient  of 
extinction  of  opsonims. 

Treatment  began  on  March  26th.  He  was  without  itching  on  April 
10th,  having  had  four  treatments  of  staphylococcic  vaccine. 

Case  LV. — March  30,  1913;  Mr.  C,  aged  forty;  manufacturer.  First 
noticed  itching  three  years  ago.  Examination  showed  skin  only  slightly 
affected,  dry;  the  lack  of  pigment  and  moisture  is  mostly  anterior;  two 
small  internal  hemorrhoids;  sphincter  normal.  Took  culture.  I.  External 
— large  diplococcus. 

Tlie  patient  did  not  present  himself  again,  so  that  this  is  only  an  in- 
complete report. 

Case  LVI.— May  1,  1913;  Mr.  M.,  aged  fifty-six;  merchant.  This  pa- 
tient has  had  pruritus  ani  for  twenty-five  years,  gradually  growing  worse 
despite  treatment  at  various  times.  Itching  comes  on  at  bedtime,  and  he 
has  slept  very  little  for  the  past  six  months  on  account  of  it.  The  itching 
extends  upon  the  scrotum  and  in  both  groins;  he  believes  the  itching  ex- 
tends nearly  an  inch  into  the  anal  canal.  The  skin  is  macerated,  fissured, 
lacks  pigment  for  two  inches  about  the  anus,  and  is  swollen  and  redundant; 
sphincter  normal;  no  diseased  crypts;  no  internal  hemorrhoids.  Skin  in 
both  groins  and  on  scrotum  is  fissured,  and  shows  a  low  grade  infection. 
Cultures  were  taken  in  the  usual  manner,  and  only  B.  coli  and  diplococcus 
were  found,  the  diplococcus  being  found  on  the  culture  from  the  scrotum. 
Four  days  later  another  culture  was  taken  after  scraping  the  skin  with  a 
dull  curette,  and  a  pure  culture  of  streptococci  was  reported.  A  third  cul- 
ture taken  four  days  later  also  showed  streptococci  in  pure  culture.  The 
treatment  of  this  patient  was  started  with  a  stock  vaccine. 

Case  LVII.— May  1,  1913;  Mr.  S.,  aged  forty-nine.  Has  had  pruritus 
ani    for   more   than    three   years.     Thirteen   years   ago   lost   both    feet    in   a 
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railroad  wreck.  Skin  outside  the  rectum  macerated,  lacking  pigment,  and 
fissured  for  one  and  one-half  inches  around  the  anus.  The  speculum  brings 
into  view  small  internal  hemorrhoids;  no  diseased  crypts  nor  papillae. 
Cultures  taken  outside  and  inside.  Bacteriologic  report:  External — 
spreader.      Internal — no   growth.     Anal   skin — no   growth. 

CONCLUSIONS. 

1st.  Results  of  the  past  year's  work  continue  to  upliold  the 
correctness  of  the  bacterial  theory  of  pruritus  ani. 

2d.  It  will  be  well  to  make  a  bacteriologic  examination  of  all 
cases  of  pruritus  vulvae ;  also  of  scrotal  complications  of  the  same 
variety. 

3d  The  co-efficient  of  extinction  of  opsonins  is  a  valuable  aid  in 
diagnosis  in  complicated  and  obstinate  cases. 

4th.  Pruritus  ani  rarely  extends  above  the  white  line  of  Hilton 
in  this  series  of  cases,  and  is  still  sub-judice. 

5th.  The  presence  of  skin  infection  with  a  local  lesion  begets  an 
unfavorable  prognosis  for  the  cure  of  pnu-itus  ani  as  a  result  of 
operative  procedure. 

6th.  The  absence  of  demonstrable  skin  infection  with  pruritus 
ani,  with  the  presence  of  a  local  lesion,  will  justify  us  in  making  a 
favorable  prognosis  for  the  cure  of  pruritus  ani  as  the  result  of  opera- 
tive procedure. 

7th.  The  sphincter  muscle  does  not  allow  leakage  of  rectal 
mucous  upon  the  anal  skin  in  one  who  has  pruritus  ani,  without  there 
being  present  a  patulous  anus,  any  more  than  it  does  in  a  normal 
individual  who  has  not  pruritus  ani.  The  moisture  of  the  parts  is 
due  to  the  low  grade  inflammation  of  the  infected  anal  skin. 
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DISCUSSION. 

Dr.  Louis  J.  Hirschman,  of  Detroit,  Michigan:  Before  opening  the 
discussion  of  this  paper,  I  want  to  put  myself  squarely  on  record  in  re- 
gard to  this  article  which  Dr.  Murray  refers  to,  that  which  appeared  in 
the  Medical  Review  of  Reviews,  of  May  19,  1913,  in  which  I  am  quoted  as 
stating  that  I  had  obtained  results  much  in  accordance  with  the  author  of 
that  article,  my  usual  results  being  B.  coli  and  staphalococci,  and  that  I 
had  failed  to  isolate  the  streptococci  in  a  single  case.  I  don't  know  where 
the  author  got  his  information,  unless  it  might  have  been  from  a  distorted 
reading  of  my  discussion  at  the  Los  Angeles  meeting  of  this  Society. 

What  I  did  say  then  was  that  I  had  failed;  but  I  did  not  in  any  way 
state  that  it  was  my  opinion  that  the  streptococcus  was  not  the  cause  of 
pruritus  ani,  because  I  said  then,  and  have  told  Dr.  Murray  since  on  a 
number  of  occasions,  that  I  am  open  to  conviction.  I  have  tried  to  get 
this  streptococcus  fecalis  isolated.  I  am  not  biased.  I  tried  again  when 
I  failed  to  grow  the  culture  in  our  own  media.  I  even  sent  to  Dr.  Murray; 
got  specific  instructions  from  his  bacteriologist  as  to  the  proportion  of  the 
media  he  used;  got  further  instruction  from  Dr.  Murray  how  to  make  the 
smear,  get  the  culture  and  fixation.  But  just  at  this  time  I  was  put  out  of 
business  with  a  fractured  leg,  and  could  not  continue  with  the  work. 
Personally,  I  would  like  to  be  able  to  prove  Murray  right.  I  believe  he 
has  been  doing  a  work,  for  which  not  only  the  Fellows  of  the  American 
Proctologic  Society,  but  the  profession  in  general,  will  be  greatly  indebted 
to  him.  I  am  going  to  keep  on  working  until  I  find  the  streptococcus,  if  it 
is  to  be  found. 

Dr.  Alois  B.  Graham,  of  Indianapolis,  Indiana:  I  have  the  utmost 
confidence  in  the  work  that  Dr.  Murray  is  doing  with  autogenous  vaccines 
in  the  treatment  of  pruritus  ani.  After  his  first  paper  on  this  subject,  two 
years  ago,  I  became  enthusiastic  and  took  up  the  work  as  outlined  by 
Dr.  Murray.  The  streptococcus  fecalis  was  isolated  and  autogenous  vac- 
cines were  employed  in  three  cases.  There  was  evidently  some  defect  in 
the  technic  employed  as  I  failed  to  effect  a  cure  in  these  cases.  However, 
there  was  secured  a  marked  improvement  in  all  the  cases  treated  by  this 
method.  I  again  wish  to  repeat  th^!  failure  to  cure  these  cases  was  evi- 
dently due  to  some  error  or  defect  in  the  technic  employed. 

During  the  past  year  I  returned  to  the  so-called  bichloride  treatment 
which  has  been  employed  by  Dr.  George  J.  Cook  for  a  quarter  of  a  cen- 
tury, and  which  had  always  given  me  most  excellent  results  in  cases  where 
I  was  able  to  persuade  patients  to  follow  directions.  This  treatment  I 
mentioned  to  this  Society  at  the  Atlantic  City  meeting,  two  years  ago. 
The  formula  for  the  solution  employed  is  as  follows: 

Bichloride    of    mercury     4  grams 

Castor    oil     1  ounce 

Alcohol    3  ounces 

During  the  past  year  with  this  solution,  I  have  cured,  at  least  tem- 
porarily   three   most   obstinate   cases   of   pruritus   ani.      This   evidently    con- 
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firms  the  view  that  this  distressing  condition  is  an  infective  dermatitis  and 
that  it  is  the  bactericidal  properties  of  the  bichloride  and  alcohol  wliich 
effects  the  cure. 

When  there  are  marked  excoriations  or  fissures  about  the  anus,  it  is 
at  times  exceedingly  ditificult  to  persuade  the  patient  to  continue  this 
treatment  on  account  of  the  pain  produced  by  the  application  of  the  above 
mentioned  solution.  In  the  three  cases  mentioned  above  I  modified  my 
plan  of  treatment  somewhat  and  my  results  have  been  much  more  satis- 
factory. For  the  first  few  days  I  prescibe  the  frequent  application  of  hot 
water;  this  to  be  followed  by  the  application  of  a  large  quantity  of  zinc 
oxide  ointment  to  the  canal  and  peri-anal  region.  This  has  a  marked  in- 
fluence in  effecting  a  healing  of  the  excoriations  and  fissures.  I  then  have 
the  patient  come  to  my  office  and  I  make  an  application  of  alcohol  in 
order  to  observe  how  much  reaction  and  pain  it  will  produce.  If  this  is 
tolerated  well,  I  then  prescribe  the  bichloride-alcohol  and  castor  oil  solu- 
tion, and  direct  that  at  least  two  applications  be  made  daily.  The  results 
I  have  secured  may  be  temporary.  However,  it  has  now  been  eight  months 
since  this  treatment  was  applied  in  the  three  cases  mentioned  above  and 
as  yet  there  has  been  no  return  of  symptoms.  Notwithstanding  these  re- 
sults, I  am  still  enthusiastic  regarding  Dr.  Murray's  autogenous  vaccine 
treatment.  I  am  interested  in  any  line  of  treatment  which  will  cure  these 
cases  of  pruritus  ani.  I  fully  expect  to  take  up  this  work  again  and  hope 
to  be  able  to  confirm  the  excellent  results  which  have  been  reported  to  this 
Society  this  morning  by  Dr.   Murray. 

Dr.  James  A.  MacMillan,  of  Detroit,  Michigan:  I  very  unfortunately 
missed  Dr.  Murray's  previous  papers  before  this  Society,  but  I  am  very 
much  impressed  with  the  work  he  is  doing.  Of  course,  to  my  mind,  there 
are  two  or  three  facts  to  be  taken  up,  and  one  is  this:  That  in  spite  of  the 
very  indefinite  results  I  have  obtained  myself  in  operative  and  non-opera- 
tive treatment  for  pruritus  ani,  still  I  have,  the  same  as  other  investigators, 
several  very  pronounced  cures  without  any  attempt  to  destroy  these  strep- 
tococcus germs  that  might  be  present.  Now,  one  of  these,  the  most  pro- 
nounced case  of  pruritus  ani  that  ever  consulted  me,  a  business  man  who 
had  for  fifteen  or  twenty  years  suffered  the  most  persistent  pruritus 
around  the  anus,  had  been  operated  on  several  times  and  all  kinds  of 
ointments  and  other  applications  had  been  employed  with  very  poor  re- 
sults. I  used  one  of  those  ordinary  dilators  that  are  filled  with  hot  water 
to  keep  the  heat  in.  That  man  came  back  a  year  after,  and  reported  that 
he  was  absolutely  cured.  I  am  not  advancing  this  as  a  cure  of  pruritus  ani, 
because  I  have  tried  it  on  many  others  without  effect,  but  in  this  case  it 
would  seem  to  indicate  that  there  is  some  obscure  factor  we  are  not  in 
touch  with. 

I  suppose  all  of  us  have  run  across  cases  of  general  pruritus.  They 
last  for  years;  attacks  frequently  come  on  at  bedtime;  they  suffer  from 
this  general  pruritus  with  absolutely  no  lesion;  and  it  makes  me  think  it 
is  somewhat  akin  to  pruritus  ani,  and  is  probably  some  neurotic  ailment. 

However,  I  am  filled  with  enthusiasm  about  Dr.  Murray's  work.  It 
is  certainly  the  most  inspiring  work  that  we  have  ever  had  presented  to 
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us  along  this  line,  and  I  feel  that  we  are  going  to  find  through  this  discov- 
ery of  Dr.   Murray  the  scientific  method  of  dealing  with  this  condition. 

Dr.  Chittenden  Hill,  of  Boston,  Massachusetts:  In  regard  to  this  in- 
teresting work  that  Dr.  Murray  has  done  on  pruritus  ani,  I  have  been  very 
much  impressed  with  it,  but  have  never  heard  his  papers  before.  I  have 
just  started  on  vaccine  therapy,  and  do  not  know  as  yet  how  it  will  come 
out.  These  pruritus  cases,  I  suppose,  we  don't  always  know  the  outcome 
of  them.  They  come,  we  do  an  operation  and  remove  the  trouble,  and 
they  are  cured,  at  least,  as  long  as  we  see  them,  and  then  they  disappear. 
I  know  I  have  had  quite  a  few  of  these  cases  in  private  practice.  At  one 
time,  I  Felt  I  could  cure  every  case,  and  treated  about  ninety  of  these 
cases.  As  far  as  I  know,  only  about  eight  or  ten  or  them  would  warrant 
saying  they  were  cured.  Of  course,  there  is  a  difference  in  these  cases. 
In  pruritus  cases,  if  that  is  the  only  thing  they  come  to  us  for  treatment 
for,  it  is  one  thing;  but  there  are  so  often  other  things,  and  I  have  always 
begun  treatment  by  removing  the  other  disturbances.  I  find,  for  instance, 
internal  hemorrhoids  in  the  first  stages  is  a  very  common  complication, 
and  if  they  have  them  I  always  do  a  hemorrhoid  operation.  I  think  it  is  in- 
dicated. The  hemorrhoids  are  not  large  enough,  seemingh',  but  it  seems 
to  cure  the  lesion. 

Another  thing  I  have  noticed  in  these  cases  is  that  normally  the  anal 
canal  should  clean  itself.  Our  patient  may  be  very  particular  and  use 
water,  but  a  good  many  pruritus  ani  cases  you  will  find  with  the  mucous 
membrane  of  the  anal  canal  still  holding  fecal  material,  and  I  believe  that 
a  great  many  of  these  pruritus  -cases  are  absolutely  cured  by  the  simple 
method  of  taking  a  small  enema  after  the  bowel  has  moved  in  the  morn- 
ing, and  in  that  way  this  infection  which  may  be  retained  subsides  under 
local  treatment.  I  find  that  these  abrasions  and  ulcers  that  Mr.  Wallis 
mentioned  in  a  good  many  cases  are  (I  showed  two  cases  to  Dr.  Zobel) 
very  small  fistulae. 

Dr.  J.  M.  Frankenburger,  of  Kansas  City,  Missouri:  I  would  like  to 
know  if  there  is  any  earmark  by  which  you  can  tell  the  streptococcus 
fecalis  from  other  streptococci? 

There  is  one  thing  to  be  careful  about  in  the  injection  of  these  vac- 
cines. Our  pathologist  gave  two  injections,  got  no  reaction  and  became 
skeptical.  At  the  next  shot  he  gave  a  man  all  he  had,  got  slight  reaction, 
and  in  three  or  four  days  took  another  smear,  and  got  no  cultures  at  all. 
The  streptococcus  had  disappeared.  After  this,  we  have  always  kept 
enough  on  hand  to  make  another  culture. 

The  question  is,  are  these  cases  cured?  I  have  a  patient,  a  business 
man  in  Kansas  City,  whom  I  have  treated  for  ten  years.  About  twice  a 
year  he  comes  in  with  his  itching.  There  is  absolutely  no  pathology 
around  the  anus.  I  treat  his  anal  region  with  carbolic  acid  and  iodine, 
and  he  has  no  more  trouble  for  several  months,  and  then  he  comes  back. 
Just  about  twice  a  year  for  ten  years,  with  no  trouble  between. 

Dr.  Alfred  J.  Zobel,  of  San  Francisco,  California:  I  would  like  to  ask 
Dr.  Murray  if  it  would  do  to  use  a  stock  vaccine;  and  if  so  if  he  could 
arrange  some  way  for  our  getting-  the  stock  vaccine;  or  would  it  be  abso- 
lutely necessary  that  we  use  an  autogenous  vaccine? 
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Dr,  Walter  Irwin  LeFevre,  of  Cleveland,  Ohio:  Personally,  I  have 
not  had  any  experience  with  vaccine  treatment  in  this  way,  but  have 
had  quite  a  few  cases  that  I  have  treated  with  the  X-ray,  and  it  is  possible 
that  the  X-ray  treatment  might  substantiate  the  theory  of  Dr.  Murray. 
Dr.  Dean  Butcher,  of  London,  has  advanced  the  theory  that  the  X-ray 
does  produce  an  autogenous  vaccine;  that  the  action  of  the  light  upon  the 
parts  does  produce  an  autogenous  vaccine  right  in  the  tissues,  and  that 
the  favorable  results  obtained  were  really  obtained  in  this  manner.  Of 
course,  that,  we  must  say,  is  only  a  theory,  because  we  do  know  that  the 
X-ray  also  has  its  specific  action  upon  these  cases  of  pruritus  that  we  call 
winter  pruritus,  where  there  is  absolutely  no  lesion  of  the  skin.  Of  course, 
this  can  occur  on  any  part  of  the  body,  and  is  quite  common  on  the  shins. 
I  have  had  several  of  these  cases  that  were  entirely  cured  with  the  X-ray. 
In  fact,  it  has  been  the  only  thing  I  have  found  that  would  cure  this  par- 
ticular kind  of  itching.  We  know  that  the  X-ray  is  not  bactericidal  in  its 
action,  so  we  must  account  for  its  specific  action  in  some  other  way. 
That  it  produces  a  vaccine,  is  a  very  ingenious  theory  and  one  worthy  of 
consideration. 

Dr.  Dwight  H.  Murray,  of  Syracuse,  New  York:  I  thank  you  for  the 
discussion. 

Dr.  Graham's  treatment  with  the  bichloride  simply  confirms  the  bac- 
terial theory. 

Dr.  MacMillan's  statement  that  he  did  not  know  where  the  cases  went 
or  what  became  of  them  after  the  usual  treatment  reminds  me  that  all  of 
the  pruritus  ani  patients  in  my  list  have  gone  the  rounds,  never  having  re- 
ceived anything  more  than  temporary  benefit,  and  because  the  patient  did 
not  return  was  not  sufficient  reason  for  the  physician  to  believe  him  cured. 

Dr.  Hill  said  he  did  not  know  where  they  went. 

One  of  my  patients  from  Albany  said  he  had  been  troubled  for  more 
than  thirty  j'ears;  had  tried  every  known  treatment,  including  X-ray  and  a 
Whitehead  operation.  He  never  had  complete  relief  until  he  took  the  auto- 
genous vaccine  treatment. 

If  Dr.  Frankenburger  had  asked  his  patient  if  there  was  any  change 
in  the  character  of  the  itching  after  his  reaction,  he  would  probably  have 
been  told  that  it  was  less  intense  than  it  was  before;  at  least  such  is  the 
usual  history  of  my  patients. 

The  question  of  operating  on  internal  hemorrhoids  or  fistula  when 
coincident  with  pruritus  ani  is  important.  A  culture  should  be  made  and 
if  the  infection  is  present  a  promise  for  cure  of  the  pruitus  ani  as  a  result 
of  the  operation  should  not  be  made;  the  same  rule  should  apply  to  other 
local  lesions.  I  recently  had  a  case  of  pruritus  ani  that  suddenly  took  on 
active  inflammatory  action  and  I  felt  that  if  an  operation  had  just  been 
done  the  patient  might  have  been  in  danger  from  the  exacerbation.  I 
therefore  feel  that  the  safer  method  would  be  to  immunize  the  patient 
before  operation. 

As  to  the  sinuses  that  are  claimed  to  be  the  cause  of  pruritus  ani  by 
certain  Philadelphia  and  New  York  physicians,  both  of  whom  have  written 
on  the  subject,  I  would  say  that  it  is  comparatively  easy  to  push  a  probe 
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through  the  loose  submucous  tissue;  there  is  nothing  in  this  claim  of  the 
etiology  of  pruritus  ani,  and  I  refer  you  to  my  paper  for  my  reasons. 

The  earmarks  of  streptococcus  fecalis  are  asked  for;  we  usually  find 
them  in  short  chains  of  four  to  seven  elements. 

X-ray  has  been  spoken  of  and  while  it  may  kill  the  germs  in  situ 
there  would  not  be  anything  in  this  treatment  to  increase  the  phagocytic 
power  against  the  infecting  bacteria,  therefore  I  would  not  expect  perma- 
nent results. 

During  the  past  six  weeks  I  have  been  trying  stock  vaccine.  I  have 
not  yet  had  sufficient  experience  with  it  to  make  any  definite  statement  as 
to  comparative  results.  I  believe  I  am  not  getting  as  satisfactory  results 
with  the  stock  vaccine  as  with  autogenous,  but  any  help  will  be  worth 
while. 

I  have  a  letter  from  a  physician  in  Newark,  N.  J.,  who  begs  for 
help  that  he  has  never  been  able  to  find,  yet  he  is  within  fifteen  minutes  of 
the  greatest  medical  center  in  this  country. 

If  stock  vaccine  will  do  the  work  it  will  indeed  be  a  boon  to  the 
sufiferers  who  are  away  from  medical  centers  and  are  unable  to  have  bac- 
teriologic  work  done. 


THE  TREATMENT  OF  FISTULA-IN-ANO. 
By  Jas.  A.  M.\cMill.\n,  M.D., 

DETROIT,    MICHIGAN. 

It  is  not  the  purpose  of  this  paper  to  place  before  the  members  of 
the  Society  any  new  method  for  the  treatment  of  fistula-in-ano,  but 
rather  to  bring  up  for  discussion  some  of  the  essential  features  of  the 
surgery  used  for  the  cure  of  this  condition. 

Less  than  a  decade  ago  the  recurrences  after  operation  for  anal 
fistula  were  estimated  at  about  fifty  per  cent.,  and  they  are  still  suf- 
ficiently unfavorable  to  warrant  a  share  of  the  valuable  time  and  at- 
tention of  this  Society. 

At  present  it  would  seem  from  a  review  of  the  facts  that  better 
results  from  the  operative  treatment  of  fistula  must  come  from  a 
greater  attention  to  details  rather  than  from  any  new  procedure  or 
change  in  technic. 

Under  the  head  of  prophylaxis  there  is  the  one  point  of  supreme 
importance — the  early  opening  of  any  perirectal  abscess  that  may 
form.  The  opening  of  these  abscesses  is  not  always  so  easily  performed 
as  it  might  seem.  As  a  general  rule  the  earlier  in  its  development  the 
attempt  is  made  to  incise  the  pus  cavity  the  more  difficult  the  pro- 
cedure is.     It  not  infreciuently  happens  that  a  diagnosis  of  an  abscess 
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is  made,  the  characteristic  symptoms  and  signs  all  being  present,  but 
the  entrance  of  the  knife  fails  to  find  the  pus.  In  such  cases  free  and 
persistent  incisions  should  be  made,  for  if  abandoned  quite  frequently 
within  twenty-four  hours  the  patient  will  announce  that  he  is  greatly 
relieved,  and  the  abscess  will  be  found  to  have  ruptured  into  the 
bowel.  In  this  way  not  a  few  fistuLx  are  formed.  In  practically  all 
these  cases  the  pus  is  there,  and  it  is  the  duty  of  the  surgeon  to  find  it. 

One  of  the  primary  essentials  in  the  technic  of  the  operation  for 
the  cure  of  fistula-in-ano  is  the  opening  up  of  the  entire  tract.  This 
is  a  rule  that  has  stood  the  test  of  time,  and  is  a  surgical  classic. 
However  thoroughly  and  skillfully  the  rest  of  the  operation  may  be 
performed,  there  will  be  a  recurrence  if  this  fundamental  procedure 
is  performed  incompletely.  In  many  of  the  cases  there  is  no  dififi- 
culty  in  exposing  the  entire  fistulous  tract  with  one  sweep  of  the 
knife,  but  in  a  very  considerable  proportion  of  cases  there  is  failure. 

The  majority  of  these  failures  arises  from  two  causes,  either  a 
branch  or  ramification  of  the  fistula  has  not  been  discovered,  or  an 
attempt  is  made  to  avoid  cut:;ing  through  the  si)hincter,  and  the  inner 
opening  of  the  fistula  remains  unopened. 

In  regard  to  the  first  of  these  causes,  it  is  plain  that  every  possi- 
ble efifort  should  be  made  to  discover  the  extent  and  nature  of  the 
fistula  before  the  operation  is  undertaken.  Careful  palpation  will 
reveal  a  good  deal  of  information  concerning  the  direction  and 
branches.  The  injection  of  bismuth  paste  or  some  of  the  colored 
solutions  assists  in  some  cases  to  map  out  the  dift'erent  sinuses.  How- 
ever, I  have  not  found  the  bismuth  paste  very  reliable  as  a  diagnostic 
aid  because  it  failed  to  enter  some  of  the  side  tracts.  It  is  possible 
that  the  consistency  of  the  preparation  used  was  not  the  most  suitable 
for  the  purpose. 

The  best  means  for  the  discovery  of  a  fistulous  tract  is  the  deli- 
cate use  of  a  flexible  bulbous  pointed  probe.  The  knife  should  foKow 
the  probe.  Where  the  probe  stops  the  knife  will  expose  the  way,  and 
in  this  manner  every  portion  of  the  tract  should  be  followed  up. 

What  is  to  be  done  in  those  cases  in  which  the  fistula  is  above 
one  or  both  sphincters?  In  my  own  practice  I  cut  through  all  tissue 
between  the  fistula  and  the  skin  and  I  believe  there  has  been  no  cases 
of  incontinence.  There  are  three  rules  governing  the  technic  of  this 
procedure  which  I  believe  are  of  importance :  (1  )  The  sphincteric 
muscle  fibres  should  be  divided  directly  across,  not  obliquely  to  their 
direction.      (2)   The  section  should  be  made  laterally,  not  posteriorly 
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or  anteriorly,  to  the  anal  orifice.  (3)  When  the  internal  sphincter,  or 
a  portion  of  it,  is  divided,  the  mucous  membrane  should  be  trimmed 
about  the  internal  orifice  of  the  fistula.  Then  the  mucous  membrane 
should  be  sutured  with  fine  catgut  which  penetrates  the  submucous 
tissue  only.  After  this  is  completed  the  divided  ends  of  the  internal 
sphincter  should  be  approximated.  When  the  division  is  made  in  the 
lateral  aspect  of  the  sphincter  muscles  the  anterior  fibers  of  the  leva- 
tor ani  tend  to  approximate  their  divided  ends. 

Having  exposed  the  entire  fistulous  tract,  the  next  step  in  the 
operation  is  the  excision  of  the  fibrous  tissue  of  which  it  is  composed. 
When  of  recent  formation  a  sharp  curettement  is  effectual,  but  in 
cases  of  long  standing  excision  must  be  done  with  knife  and  scissors. 

It  is  essential  to  the  success  of  the  operation  that  the  entire  tract 
be  removed.  A  small  portion  of  this  tissue  left  in  situ  becomes  the 
nidus  from  which  is  generated  within  a  few  weeks  after  the  opera- 
tion a  new  fistula.  In  some  instances  there  is  difficulty  in  distinguish- 
ing the  portion  of  the  fistulous  tract  from  the  anal  fascia  or  other 
normal  tissues  of  the  part.  In  order  to  facilitate  recognition  of  the 
fistulous  tissue  small  catch  forceps  placed  on  the  cut  edges  of  the 
tract  when  opened  serve  very  well.  The  inflammatory  tissue  has  a 
characteristic  feeling  and  can  be  recognized  by  touch.  Care  should 
be  taken,  particularly  at  the  internal  orifice,  to  remove  all  the  inflam- 
matory tissue.  The  raw  edges  of  the  mucosa  should  be  turned  in 
toward  the  lumen  of  the  bowel  and  retained  there  either  by  fine  catgut 
sutures  in  the  submucous  tissue  or  by  an  arrangement  of  the  packing. 
The  sutures  are  used  when  the  opening  is  in  the  region  of  the  internal 
sphincter. 

Having  exposed  the  entire  fistulous  tract  and  removed  the  fibrous 
tissue,  there  remains  a  large  irregular  wound,  involving  an  extensive 
incision  in  the  skin,  and  opening  into  the  bowel ;  with  walls  consisting 
for  the  most  part  of  adipose  tissue. 

This  brings  us  to  the  third  step  in  the  surgical  treatment  of 
fistula-in-ano — the  care  of  this  wound.  It  has  been  called  the  after- 
treatment,  but  this  is  an  unfortunate  name,  for  it  seems  to  convey  the 
idea  that  the  main  portion  of  the  treatment  has  been  completed,  while 
the  truth  is  that  in  many  cases  the  main  and  difficult  portion  of  the 
surgery  of  fistula  is  the  treatment  of  the  wound  resulting  from  the 
excision. 

In  a  few  selected  cases  it  is  possible  to  obtain  good  results  by 
closing  the  wound  immediately  with  catgut  after  the  manner  of  a 
perineorraphy,  but  any  general  use  of  this  procedure  will  furnish  a 
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large  percentage  of  recurrences.  The  tissue  in  the  region  of  a  fistula 
is  altered,  its  lymphatics  are  filled  with  leucocytes,  and  there  may  be  a 
mild  form  of  infection  present.  It  is  obvious  that  drainage  is  recjuired 
in  this  condition,  and  the  wound  should  be  allowed  to  heal  by  granula- 
tion. 

The  surgeon's  attention  must  be  directed  on  two  points :  the 
regulation  of  the  granulations,  and  the  maintenance  of  good  drainage. 
These  two  objects  can  be  accomplished  by  the  proper  use  of  packing. 
The  wound  immediately  after  the  operation  may  be  packed  firmly  in 
order  to  control  the  hemorrhage,  but  thereafter  packing  is  used  to 
regulate  the  growth  of  the  granulations,  and  to  prevent  the  collection 
of  serous  fluid  and  the  formation  of  pockets.  The  efficacy  of  the 
gauze  packing  depends  upon  the  fact  that  the  pressure  of  firm  packing 
retards  the  growth  of  granulation  tissue,  while  light  packing  stimulates 
it.  Accordingly,  it  is  possible  to  compel  the  wound  to  heal  from  the 
bottom.  The  dressing  should  be  done  once  a  day,  and  preferably  by 
the  same  surgeon. 

DISCUSSION. 

Dr.  Alfred  J.  Zobel,  of  San  Francisco,  California:  I  just  want  to  say 
that  last  year  when  I  was  in  St.  Mark's  I  was  particularly  interested  in 
their  after-treatment  of  fistula.  Their  results  were  apparently  so  much 
better  than  the  average  American  surgeon's  that  I  watched  their  proceed- 
ings, especially  those  of  Mr.  Edwards  and  of  Mr.  Mummery,  with  a  great 
deal  of  interest.  Mr.  Mummery,  particularly,  after  a  fistula  operation  gives 
his  patient  a  sitz  bath  twice  a  day.  He  uses  no  special  solution,  claiming 
that  ordinary  hot  water  is  just  as  good  as  any.  He  packs  the  wound  with 
moist  cotton.  We  don't  use  cotton  in  this  country  so  much  as  they  do 
over  there.  We  favor  gauze,  but  the  cotton  applies  itself  very  lightly  to 
every  part  of  the  cavity,  and  washes  away  very  readily.  Their  results 
seem  to  be  very  good. 

In  regard  to  injecting  the  fistula  prior  to  operating,  Dr.  Lyncli,  of  our 
Society,  as  you  know,  uses  a  methylene  blue  solution  with  peroxide.  Per- 
sonally, I  don't  like  to  use  peroxide  in  cavities  of  any  kind;  and  for 
this  reason  I  object  to  his  combination.  I  think  the  best  of  all  for  this 
purpose  is  a  saturated  solution  of  potassium  permanganate.  It  not  only 
identifies  your  tissues  well  for  you,  but  at  the  same  time  it  apparently  dis- 
infects the  tracts  so  well  that  afterwards,  when  you  suture  up  after  the  ex- 
cision of  the  fistulous  tract,  you  get  primary  union.  I  wish  you  would  try 
it.     It  is  worth  while. 

Dr,  Ralph  W.  Jackson,  of  Fall  River,  Massachusetts:  The  remarks 
that  Dr.  Zobel  began  with  are  almost  exactly  a  repetition  of  what  I  said 
of  the  work  at  St.  Mark's  last  year  in  the  discussion  of  Dr.  Beach's  paper. 
I  stated  that  the  surgery  at  the  Gordon  and  at  St.  Mark's  was  equally  good, 
but  that  the  sitz  baths,  used  in  the  after-treatment  of  fistula  at  St.  Mark's, 
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secured  much  better  results  there,  as  I  saw  them  in  going  around  the 
wards,  than  at  the  Gordon  Hospital  where  thej'  were  not  used. 

Dr.  RoUin  H.  Barnes,  of  St.  Louis,  Missouri:  There  are  several  points 
in  Dr.  MacMillan's  paper  that  I  think  are  very  important.  One  is  the  rela- 
tion of  the  idea  that  we  should  cure  these  cases  before  they  become  fistula, 
cure  them  as  abscesses.  There  are  many  reasons  why  we  do  not  cure 
them,  and  that  is  why  our  thoroughness  in  what  is  so-called  after-treatment 
becomes  vrey  frequently  important.  We  may  have  taken  every  care  to 
open  up  these  tracts,  yet  we  may  not  reach  all  of  the  involved  parts,  and 
here  is  where  the  after-treatment  comes  in.  You  will  find  in  your  treat- 
ment, a  day  or  so  after  operation,  some  part  you  have  not  opened  up. 
This  is  why  they  should  be  examined  carefully  during  the  after-treatment, 
and  if  you  find  such  a  condition  it  is  very  easy  to  use  local  anesthesia  and 
open  them  up.  Many  of  these  abscesses  are  not  thoroughly  opened  up  in 
the  first  place.  The  general  practitioner  thinks  all  he  has  to  do  with  an 
abscess  is  to  stick  a  knife  in,  get  pus,  and  get  a  cure. 

Frequently,  in  the  after-treatment  of  these  cases  of  fistula,  I  find  that 
I  have  made  my  incision,  anteriorly  or  posteriorly,  a  little  too  far  external 
or  internal  and  there  is  an  extension  to  one  side.  It  is  necessary  simply 
to  incise  the  skin  in  the  direction  of  the  extension. 

We  all  know  that  sutures  to  be  of  benefit  must  go  into  healthy  tissue, 
and  when  you  put  suture  into  healthy  tissue  it  is  very  easy  for  it  to  carry 
infection.  I  do  not  believe  we  can  use  any  method  to  thoroughly  and 
satisfactorily  sterilize  such  wounds  as  fistula  and  for  this  reason  I  prefer 
some  method  that  does  not  use  the  suture.  That  is  the  object  of  the 
method  I  have  presented,  to  do  away  with  suture  and  at  the  same  time 
maintain  the  contour  of  the  parts. 

Dr.  E.  H.  Thrailkill  (visitor),  of  Kansas  City,  Missouri:  All  abscesses 
surrounding  the  anus  and  rectum  should  be  opened  with  a  free  incision, 
especially  the  ischio-rectal  variety.  All  compartments  should  be  cleaned 
out  and  drained  freely,  otherwise  a  subsequent  operation  will  be  necessary. 

In  fistula-in-ano  I  have  been  doing  the  "excision  with  immediate 
suture"  operation  when  possible.  A  careful  search  should  be  made  for 
ofif-shoots  from  the  main  tract,  and  treated  in  a  similar  manner  when 
present. 

In  1909,  I  read  a  paper  on  this  subject  before  the  Missouri  State 
Medical  Association  and  exhibited  a  simple  practical  little  instrument, 
which  I  had  devised — the  safety-pin  probe  director — and  which  aids  ma- 
terially in  doing  this  operation,  in  that  it  does  away  with  an  assistant  and 
affords  a  handle  to  support  the  fistulous  tract  while  it  is  being  dissected 
out,  threaded  upon  the  probe.  A  picture  and  description  of  it  was  published 
in  the  Journal  of  the  American  Medical  Association  of  November,  1909, 
also  in  Dr.  Binnie's  book  (last  edition)   on  surgerj'. 

In  the  post-operative  treatment,  especially  in  the  open  wounds,  I  pre- 
fer an  oleaginous  gauze  to  the  dry  gauze,  in  that  it  does  not  adhere  to 
the  wound,  and  may  be  removed  without  any  disagreeable  features.  The 
newly  made  granulations  springing  up  through  its  meshes,  to  be  destroyed 
when  the  dry  gauze  is  removed,  and  invariably  causes  pain  and  hemor- 
rhage. 
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I  do  not  approve  of  patient's  taking  a  sitz  bath  24  to  36  hours  after 
fistula  operations   and  doing  the  dressings   themselves. 

Dr.  Louis  J.  Hirschman,  of  Detroit,  Michigan:  We  take  bismuth  paste, 
heat  it  to  fluidity,  so  that  it  runs  like  oil,  and  we  inject  it  into  the  fistula 
so  that  we  can  make  stereoscopic  radiographs.  We  find  no  trouble  in  get- 
ting the  bismuth  into  all  the  side-tracts  and  oflf-shoots.  When  we  get  these 
radiographs  it  gives  us  a  map  to  operate  by.  When  we  operate  we  again 
inject  the  heated  bismuth.  We  find  that  the  bright  yellow  bismuth  against 
the  red  tissues  mark  the  most  minute  ofT-shoots.  Then,  with  bismuth  in  the 
tract,  we  use  silver  sature  wire,  twenty-two  to  twenty-four  gauge,  which  has 
been  annealed  and  is  so  soft  you  cannot  do  any  damage  with  it.  We  push 
the  wire  up  the  lubricated  fistula.  The  paste  acts  as  a  lubricant  and  further 
aids  the  annealed  wire  in  going  around  tortuous  channels.  We  get  the 
probe  in  here  without  any  trouble.  Then  with  the  finger  in  the  rectum  we 
find  the  wire  going  through,  and  with  the  forcep  grasp  the  wire,  draw  it 
tense  and  twist  it  so  we  have  about  what  Dr.  Thrailkill  has,  but  better, 
because  it  does  not  matter  what  shape  the  channel  is.  You  have  then  a 
silver  wire  loop  with  the  fistula  threaded  on  it,  and  you  can  dissect  it  out 
in  the  ordinary  way. 

If  the  channel  is  too  tortuous  to  get  a  wire  through,  then  you  can 
take  a  piece  of  black-dyed  silk;  push  it  through  with  probe;  take  water  and 
let  it  wash  through;  take  hold  of  the  thread;  tie  a  piece  of  wire  on  it  and 
pull  it  through.  This  method  was  first  described  by  a  surgeon  in  Chicago, 
only  he  used  peroxide,  which  I  think  unnecessary.  I  believe  it  better  to 
use  water. 

In  this  way,  with  the  method  of  sterilization,  my  percentage  of  good 
results  in  immediate  suture  cases  is  increasing. 

When  we  think  of  the  intestinal  anastomosis  work  we  do  inside  the 
abdomen,  where  the  needle  goes  through  all  the  coats  of  the  bowel,  in- 
fected material  and  all,  and  we  see  the  beautiful  clean  results  we  get  there, 
I  think  we  can  get  just  as  good  results  from  the  rectum,  which  is  so  much 
more  amenable  to  cleansing. 

Dr.  Zobel  has  kindly  called  my  attention  to  the  fact  that  I  did  not 
mention  that  the  silver  wire  has  a  probe  point.  We  make  these  probes 
ourselves. 

Dr.  James  A.  MacMillan,  of  Detroit,  Michigan:  I  presented  the  paper 
to  call  out  discussion.  Personally,  I  wish  to  state  my  preference  for  dry 
surgery.  The  drier  the  surgery,  the  better  in  a  general  way  will  be  our 
results.  Accordingly,  after  an  operation,  especially  on  the  rectum,  I  use 
very  little  solution  of  any  kind.  I  pack  the  gauze  in  as  dry  as  possible. 
If  moisture  is  not  put  there,  the  germs  have  not  the  infective  power. 

It  is  unsafe  to  made  an  immediate  suture  of  this  opening.  My  only 
recurrences  are  cases  that  came  after  attempts  at  immediate  suture,  and  I 
still  feel  afraid  to  use  immediate  suture. 

The  bismuth  paste,  to  map  out  a  fistula,  I  have  found  to  be  all  right 
in  those  cases  that  are  not  hard  to  map  out  the  straight  cases  or  the  wide 
fistula,  but  as  soon  as  they  become  extremely  tortuous  or  have  many  rami- 
fications, I  found  it  failed. 
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